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THE PLIGHT OF THE BLACK ELDERLY: A 
MAJOR CRISIS IN AMERICA 



FRIDAY, OCTOBER 3, 1986 

House of Kepresentatives, 

Sel^:ct Committee on Aging, 

Washington, DC. 

The select committee met, pursuant to notice, at 9:00 a.m., in 
room 2325, Raybum House Office Building, Hon. Harold E Ford 
(acting chairman of the committee) presiding. 

Members, present: Representatives Roybal, Ford, Saxton, Crock- 
ett, Bentley, and Christopher H. Smith. 

Staff present: Roger Thomas, general counsel; Christinia Mendo- 
za, professional staff; Diana Jones and Carolyn Griffith, staff assist- 
ants; John Murdock, legislative assistant; and Loree Cook. 

OPENING STATEMENT OF REPRESENTATIVE HAROLD E. FORD 

Mr. Ford. The Select Committee on Aging will come to order. 

The full Committee on Aging has called this session today to 
hear about the plight of the black elderly, a major crisis in Amer- 
ica. I am very delighted to chair the comiriittee today on behalf of 
Mr. Roybal who is chairman of the full Committee on Aging. 

I am delighted to have with me as members right now this morn- 
ing the Honorable George Crockett, who has been one who has 
been in the forefront of two prior sessions similar to this, and also, 
Mr. Saxton who is a member of the full Coiumittee on Aging. 

Before we get started, I would like to invite members of the Na- 
tional Caucus and Center on the Black Aged, Inc., to come down 
and take seats on the front panel. 

It seems we are in need of a few more seats in the audience and I 
would appreciate it if the members of the National Caucus and 
Center on the Black Aged would come down and take this first 
panel of seats. 

We will let the staff know that we will use the first row as guests 
come in and cannot find a seat in the audience. This hearing has a 
twofold purpose: to examine the standard of living of the black el- 
derly in terms of health, housing and income, and to develop rec- 
ommendations on how nongovernmental agencies and communities 
can improve the status of the black elderly. 

Now, a series of hearings and forums are needed to dramatize 
the plight of the elderly blacks and the obstacles they face on a 
day-to-day basis. Most people know in a general way that the qual- 
ity of life is lower for older blacks than for other groups. 

(1) . 



The situation for older blacks will deteriorate further under the 
Gramm-Rudman-Hollings balanced budget amendment if those 
amendments are not changed in this Congress or the next Con- 
gress. 

The committee has conducted two sessions similar to this on the 
black elderly. On March 21, 1986, on the health status of black el- 
derly in Detroit, MI, chaired by Congressman Roybal, the members 
present were Mr. Crockett, as well as Mr. Conyers, both of the De- 
troit area. 

On May 5, 1986, income services of the black elderly in Memphis, 
chaired by the Representative from that area, the chairperson 
today, also a member present was Congressman Crockett. Because 
of the Gramm-Rudman-Hollings balanced budget amendments, it 
has limited our resources here in the U.S. Congress and the com- 
mittee could not hold all of the sessions that we had hoped and 
planned to prior to the Gramm-Rudman Budget Reduction Act. 

But the National Caucus and Center on the Black Aged has 
sponsored fonmM that have been held throughout the country. For 
example, in Chicago, crime and housing, which was on August 18, 
1986; m Brooklyn, NY, income and employment, September 12, 
1986; in Los Angeles, Older Americans Act services, September 19, 
1986; m Philadelphia, Federal budget, September 20, 1986; and m 
Atlanta, health and long-term care, September 26, 1986. 

So the committee at this time would like to say thanks to the 
National Caucus and Center on the Black Aged for your very able 
and direct assistance in the area of the plight of the black elderly, 
which we a)l know is a major crisis that we are faced with in 
America. 

I would like to thank all of the witnesses for coming out today. I 
would like to thank all of the participants who will be with us and 
those who are observing from the audience. I would also like to 
welcome all of you who are here for the 16th legislative weekend of 
the Congressional Black Caucus, who are here in the Nation's Cap- 
itol and who have been in attendance at all of the workshops this 
weekend. 

We want to thank all of you who have been participants with the 
Congressional Black Caucus over the past 16 years and tiiose of you 
who have given support to the legislative workshops. 

[The prepared statement of Mr. Ford follows:] 
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PREPARED STATEMENT OF REPRESENTATIVE HAROLD E. FORD 

POVERTY IN AMERICA IS FOLLOWING BLACK AMERICANS FROM THEIR YOUTH 
TO THEIR SENIOR YEARS. WE ARE GATHERED HERE TODAY TO DISCUSS THE 
IMPACT OF POVERTY ON ONE SEGMENT Of BLACK AMERICANS, THE BLACK 
ELD2RLY. 

BLACK ELDERLY, ARE THE POOREST OF THE POOR AMONG THE ELDERLY IN 
THIS COUNTRY, OUR BLACK ELDERLY ARE THREE TIMES AS LIKELY TO BE 
POOR AS THEIR ELDERLY WHITE PEERS. IN 1985, 31.5 PERCENT OF ALL 
BLACKS 65 YEARS OR OLDER LIVED IN POVERTY, COMPARED TO 11 PERCENT 
FOR OLDER WHITES. WE MUST CLOSE THIS GAP IN THE QUALITY OF LIFE 
AMONG OUR SENIORS. 

CHANGE MUST BE MADE THROUGH THE POLITICAL PROCESS, COMMUNITY 
SUPPORT, AND INDIVIDUAL EFFORT. AT EACH LEVEL WE MUST ADDRESS A 
MULTITUDE OF ISSUES INCLUDING HEALTH AND THE MEDICARE SYSTEM, 
HOUSING, CRIME, COMMUNITY SERVICES, EMPLOYMENT AND INCOME, AND 
HUNGER AND NUTRITION. 

THIS YEAR'S ANNUAL CONGRESSIONAL BLACK CAUCUS IS A VERY 
SIGNIFICANT TIME TO EXAMINE THE SPECIFIC PROBLEMS ASSOCIATED WITH 
BEING BLACK, OLD AND IN POVERTY IN THIS NATION. THE CONFLICT 
BETWEEN THE GROWING NEEDS OF AN AGING SOCIETY, ACCORDING TO 
'CENSUS STATISTICS, AND A FEDERAL BUDGET WHICH CANNOT AFFORD ITS 
CURRENT COMMITMENTS MAKES THE CARE AND TREATMENT OF THE ELDERLY 
ONE OF OUR FOREMOST NATIONAL CONCERNS. 

IN THF. LAST SEVERAL YEARS CUTS HAVE BEEN THREATENED IN SOCIAL 
SECURITY, MEDICARE, AND OTHER BENEFIT PROGRAMS WHICH ARE OF 
PARTICULAR IMPORTANCE TO THE ELDERLY. THIS PAST YEAR ALONE, THE 
CONGRESS PASSED THE GRAMM-RUDMAN-HOLLINGS LAW WHICH AS ONE OF MY 
CONSTITUENTS SAID, "MUST HAVE BEEN MADE BY MEN WITH NO MOTHERS^'.' 

THIS HEARING WILL FIRST EXAMINE THE STANDARD OF LIVING OF THE 
BLACK ELDERLY IN TERMS OF HEALTH, HOUSING, AND INCOME, SECONDLY, 
'.IT WILL DEVELOP RECOMMENDATIONS ON HOW NON-GOVERNMENTAL AGENCIES 
AND COMMUNITIES CAN IMPROVE THE STATUS OF THE BLACK ELDERLY. 



^ 7 



4 



OUR WITNESSES AND GUESTS HAvB VALUABLE IN.'ORMATION 

SUGGESTIONS FOR HOW HE CAN IHPROVE THE CIRCUMSTANCES OF THE BLACK 
ELDERLY. THEIR MESSAGE HUST NOT BE LOST OVER THE COMING DAI'S, 
WEEKS, AND MONTHS, 

OVER THE PAST YEAR MY COLLEAGUE, CONGRESSMAN CROCKETT HAS BEEN 
WORKING WITH THE SELECT COMMITTEE 0« AGING AND THE NATIONAL 
CAUCUS AND CENTER ON BLACK AGED, TO PUT TOGETHER A SERIES OF 
FORUMS AND OFFICJAL AGING COMMITTEE HEARINGS. I WAS FORTUNATE TO 
BE ABLE TO CHAIR ONF. OF THE HEARINGS IN THE 'sERlis. AT THAT 
HEARING, HELD- IN UY HOME DISTRICT OF MEMPHIS, TENNESSEE, WE 
CONSIDERED IN-HOME HEALTH SEfiWCBS FOR THE ELDERLY. YOU WILL 
FIND A COMMITTEE PRINT OF T«AT HEARING IN i-OOR PACKETS. 

TODAiT-S HEARING WILL BRING TO A CLOSE THE SERIES OF HEARINGS A«D ' 
FOROMS WHICH HAI.E DRAMATIZED THE PLIGHT OF ELDERLY BLACKS AND THE 
OBSTACLES THAT THEY FACE ON A DAY-TO-DAY BASIS. THE SELECT 
COMMITTEE ON AGING WILL BE COMPILING ALL THE INFORMATION FROM 
TODAir-s HEARING AND THE OTHERS IN THE SERIES FOR PUBLICATION. I 
HOPE THAT ALL OF US WILL PUT THAT DOCUMENT TO GOOD USE TO 
CONTINUE TODAY'S WORK AND THE WORK THAT HAS PRECEDED TODA^. 

I WANT TO TAKE THIS OPPORTUNITY TO THANK CONGRESSMAN CROCKETT, 
THE NATIONAL CAUCUS AND CENTER FOR BLACK AGED, THE STAFF OF THE 
SELECT COMMITTEE ON AGING, AND ALL OF YOU, FOR YOUR INTEREST IN 
THE PLIGHT OF AMERICA'S BLACK ELDERLY. 
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, Mr. Ford. At this time, the Chair will recognize Mr. George 
Crockett. 

STATEMENT OF REPRESENTATIVE GEO. W. CROCKETT, JR. 

Mr. Crockett. Thank you very much. Chairman Ford. 

I am delighted to be here because this is really the culmination 
of about a year of intense work with the National Center and 
Caucus of the Black Aged. The Select Committee on Aging is a spe- 
cial committee created by the Congress because of a continuing 
concern about the problems of the elderly. 

There are two members of the Congressional Black Caucus who 
serve on that committee, Mr. Ford and myself. Today's hearing is 
the culmination of more than a year's planning and that planning 
began in 1985 when I met with several representatives and board 
members of the National Caucus and Center on Black Aged. 

It was their belief at that time that not enough was being done 
by our House Select Committee on the Aged to publicize the special 
plight of the black elderly, or to bring about changes in that plight. 
After some discussion, we decided that what we needed to do was 
to hold a series of regional hearings under the aegis of the House 
Select Committee on Aging. We want to find out from their own 
mouths, as well as from the experts, what the quality of life truly 
is for our elderly blacks. Also we want to publicize their living con- 
ditions, and gather recommendations on what improvements could 
be made. 

Besides the hearings themselves and besides the people who at- 
tended the hearings or heard about the results through the media, 
we determined to use the testimony that would be taken at these 
hearings, and the conclusions as well as the recommendations, as 
the basis for a definitive report on the status of America's black 
elderly. 

This report, hopefully, will be widely distributed to churches, to 
senior centers, to area agencies on aging, and to community 
groups, for the purpose of helping them to identify the needs of the 
black aged in their communities, and to better address these needs. 
It is our hope that this report will be read early in 1987. 

Unfortunately, because of Gramm-Rudman, the Select Commit- 
tee on Aging had its budget cut and it could not afford to hold all 
of the hearings that we had envisioned. It was at that point that 
this Caucus and Center on the Black Aged stepped forward and of- 
fered to organize. With the help of the Villers Foundation the 
CCBA was able to fund the remaining field hearings, or forums, as 
we call them. 

It was thus a joint public/private venture that allowed us to hold 
seven regional hearings and forums on different aspects of life for 
the black elders in the past 7 months. We looked at the question of 
health in the black elderly at our hearing in Detroit. We consid- 
ered in-home services available to the black elderly in Memphis. 
We discussed crime and the black elderly in Chicago. We took up 
the question of income and employment at our recent hearing in 
Brooklyn. 



• We reviewed the Older Americans Act, which has to be renewed 
next year because it will expire at that time. We did this at the 
hearing in Los Angeles. 

We considered the Federal budget about 2 weeks ago at the hear- 
ing in Philadelphia, and last Saturday in Atlanta we considered 
the question of health providers and long-term care for the black 
elderly. 

Now, today we eire going to spend about half of our time review- 
ing much of what we have heard around the country in these re- 
gional hearings, particularly as it pertains to three m^jor areas, 
health, income, and housing. I am hopeful that the other half of 
the time will be devoted to a discussion of what all of us can do to 
improve the quality of life of the black elderly. 

Unfortunately, Mr. Chairman, I will not be able to stay all morn- 
ing because I am also helping to chair a brain trust on the role of 
blacks in the formulation and execution of U.S. foreign policy. 

I, therefore, would like to take just a moment, if I might, to in- 
troduce two members or officers of the National Center and Caucus 
on the Black Aged who have been very helpful to us in putting on 
these regional hearings. 

The first one is Mr. Sam Simmons. Is Mr. Simmons around? 

Would you stand, Mr. Simmons? 

Mr. Simmons is the president of the National Center and Caucus 
on Black Aged. 

Then we have Dr. Aaron Henry. Dr. Henry is a member of the 
Mississippi Legislature, and is cochairman of the national center. 
We have Mr. Gorham Black. 

Mr. Black, will you raise your hand? 

Mr. Black was formerly with the State government in Pennsylva- 
nia and he also is a cochairman of the National Center and 
Caucus. I join Congressman Ford in expressing our sincere Mpre- 
ciation to our staffs: my staff; his staff, and the staff of the ^lect 
Committee, for putting together this hearing, and I want to express 
sincere appreciation to the witnesses who will come before you in 
order to help us prepare this important documentary record of the 
phght of the black aged. 

Now, I turn to my colleague. Congressman Saxton, who is from 
what we call South Jersey. 

STATEMENT OF REPRESENTATIVE JIM SAXTON 

Mr. Saxton. Thank you very much, Mr. Crockett, and Mr. Ford. 

Let me express to you and to Chairman Roybal my admiration 
and thanks for holding this hearing. I appreciate the fact that the 
committee is, in fact, holding this hearing today on a very signifi- 
cant and, in my view, oftentimes overlooked set of problems facing 
the black elderly. 

While improvements have been made in the standard of living 
for senior citizens as a whole, too often problems facing black elder- 
ly have been overlooked. 

In fact, little improvement has been made in the standard of 
living at all for the black elderly. The poverty rate for elderly 
blacks in 1974 was 34 percent. In 1984, a survey conducted that 
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year, revealed that the rate was 32 percent, a very insignificant re- 
duction, to be sure. 

It is likely that the higher rate of poverty for black elderly con- 
tributes to their life expectancy, as well. I think that goes without 
saying. 

Most startling of all, however, is the fact that over half of all el- 
derly black women are either poor or considered to be marginally 
poor. It is even more important to study this issue since the black 
elderly population will more than triple in the next 50 years reach- 
ing 7.3 million people by the year 2030. 

Our Aging Committee must not only focus on the problems of 
today, but also must look toward the future to see how we can best 
prepare for our rapidly growing population of elderly. 

So I am pleased to represent New Jersey, the southern part of 
that State in particular, and the 60,000 black senior citizens who 
call New Jersey home. I hope this hearing proves to be informative 
and successful in focusing on the unique problems of the black el- 
derly. 

Thank you, Mr. Chairman. 

Mr. Ford. Thank you very much, Mr. Saxton. 

Thank you, again, Mr. Crockett. 

We will start our public hearings with the witnesses coming to 
the table. I would like to add to what Congressman Crockett and 
Congressman Saxton said, and once again give thanks to the Na- 
tional Caucus and Center on the Black Aged. We did start some 12, 
18 months ago, but I have had an opportunity to serve on this com- 
mittee for the 12 years that I have served in Congress and have 
worked very closely with the National Caucus and Center on the 
Black Aged and other groups. 

It has certainly been a real pleasure to work with my friend and 
colleague. Congressman Crockett, as we have been directly involved 
in the issues pertaining to the black elderly. We all know that 
older blacks are the poorest among the poor as it relates to the el- 
derly. 

No other aged racial group has a poverty rate as high as elderly 
blacks, not the aged Indians, not the older Hispanics, not the elder- 
ly Asians. No other group would have that high a rate. 

In fact, nearly one out of two blacks— 45.6 percent— 65 years or 
older, either live in poverty or so close to the level that it is impos- 
sible to tell the difference. Recent improvements in the poverty 
figure for the aged have created a general impression in some 
quarters that the elderly are living quite comfortably- 

I would hope that we would be able to dispel many of those im- 
pressions that are out there. 

I think this session today will probably go a long way in trying to 
do just that. One of the big problems I guess, and it is coming di- 
rectly from the center, in reading over information that they have 
been able to collect, when we talk about freedom from fear, is one 
of their highest priorities needs for older blacks. 

They go on to say victimization statistics make it clear that el- 
derly blacks are much more likely to be crime victims than aged 
whites. As a consequence, thousands of other blacks live under the 
form of house arrest because they are afraid to venture out into 
their own crime-infested communities. 
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When we see information that has been compiled through witr 
n^ses, through sessions at the national center, and the full Com- 
mittee on Aging who have gone across this country to get firstr 
hand information, it is even clearer to this member of the commit 
tee and this Member of C!ongress, that yes, the Gramm-Rudman- 
HoUings Balanced Budget Act has not only impacted the elderly, 
but has had severe impact and will continue to have an even more 
severe impact upon the black elderly. 

It is one strike against you when you are old in America, but 
tiiere are two strikes against you when you are black and old in 
America. 

I think that we are seeing this, not only through Gramm- 
Kudman, but even prior to the Gramm-Rudman legislation, which 
has been enacted by the Congress. So we will not continue to pro- 
long the opening part of the session. We will call the first panel. 

At this time, we are very delighted to have with the committee 
one of the very able members of the Maryland delegation, who has 
be^ m the forefront of the aged issue not only here on this com- 
mittee, but also throughout her district. 

I would like to yield to Congresswoman Bentley at this time. 

STATEMENT OF REPRESENTATIVE HELEN DELICH BENTLEY 
Mrs. Bentley. Thank you, Mr. Chairman. 

I will submit my statement, the full statement, for inclusion in 
the record with unanimous consent. 

I would just say that I commend you for opening this hearing. I 
tlunk It IS very important that we try to resolve this problem, 
which IS begmmng to really fester and plague the nation. 

i_i happy to participate in exploring the plight of the 

black elderly population. I think from this we will be able to 
achieve the first step toward accomplishing our goal. 
Mr. Ford. Your statement will be made part of the record. 

II he prepared statement of Mrs. Bentley follows:] 
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PREPARED STATEMENT OF REPRESENTATIVE HELEN OELICH BENTLEY 

I am pleased to be here with you today. to discuss an Issue of growing 
Importance to our nation; the plight of our elderly. Specifically, the 
chairman has called tlii^ hearing so that we, as responsible representatives, 
may be exposed to the Issues facing our black elderly population. 

No one In this prosperous country should be forced by economic 
conditions to go without food, housing, and health care. However, It Is a 
fact that from I969 to 1983 the percent of aged whites living below the 
poverty line dropped from 23-3 to 12 percent, while poverty among older 
blacks decreased during this same period from 50.2 to 36,3 percent. It is 
obvious that progress has been made, but we still end up with a ratio of 3:1 
of poor elderly blacks to poor elderly whites. 

Recently, the burgeoning numbers of elderly in the United States have 
brought this Issue Into the limelight. Although no individual or 
organization has offered a panacea, the testimony of knowledgeable witnesses 
such as yourselves will assist the members of this committee in formulating 
pertinent legislation. 

I am eager to explore the plight of the black elderly population, I 
believe that the purpose of this hearing, which is to examine the living 
standards of black elderly and to develop recommendations on how groups and 
Individuals ean Improve the status of the Black elderly, will be the first 
step towards accomplishing this goal. 

Again, I thank the Chairman for calling this hearing and I welcome the 
witnesses here today. 
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Mr. FoaD, Also, we would like to thank Chairman Roybal, who is 
the chairman of the full Committee on Aging, who has worked 
very closely with. Congressman Crockett and I in tryin/p; to assist 
with severe budget problems with the committee, and his strong 
commitment in this area and I would like to include hi£ statement 
and make it part of the record and would also ask it be made as 
the first opening st^vte^aent in the record today. 

[The prepared statement of Mr, Roybal follows:] 
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PREPARED STATEMENT OF CHAIRMAN EDWARD R. ROYBAL 



1 wont to extend my oppreclotlon to everyone attending today's 
hearing an the ''The Plight of the Black Elderly: A Major Crisis in 
America. Today's hearing will examine the standard of Itving of the Block 
elderly jn terms of health, housing, and income and to develop 
recommendations on haw nar>-gavernmental agencies and communities 'jon 
improve the status of the Black elderly. 

During the post several months, the House Committee an Aging has 
conducted hearings on the status of aged Blocks tn the United States. In 
addition, 1 commend Mr. Somuol Simmons, President of the Notional 
Caucus and Center on Block Aged for conducing separate forums to 
provide further Information about conditions for older Blacks on Income, 
employment, the budget, crime and supportive services. 

These hearings and forums ore designed to provide a comprehensive 
overview of the state of affairs for aged and aging Blacks In the United 
States. Recent improvements in the poverty issue for the elderly hove 
created a general impression that older Americans ore living quite 
comfortably. Contrary to that rosy picture, persons 65 or older hove the 
highest poverty rote among adults. Only young peopIe,individuaIs 21 or 
younger, hove a higher poverty rote than the elderly. 

Most people know that the quality of life Is lower for older Blacks 
than for other groups. But, they ore surprised by the degree of deprivation 
among aged Blacks. For example, older Blocks ore the poorest of the poor 
among the elderly and often face difficult doily choices as to how they 
spend their limited Income. They face choices of either buying necessary 
prescription drugs, food, or heat. 

Economic deprivation Is just one facet of the plight of the Black 
elderly. Other problems exist such as the cutting the cost of health core, 
housing and social security. This point has been mode strongly in the 
hearings and forums that hove been held In Detroit, Memphis, New York, 
Chicago, Los Angeles, and Philadelphia. 

The recent forum In Los Angeles provided powerful evidence that 
aged Blacks and other elderly minorities ore underserved by the Older 
Americans Act. In fact, the minority participation rote for both the 
supportive services program and the elderly nutrition programs ore at all 
time lows for this decade. 

The minority participation rote for the supportive services program 
has fallen by 2^ J percent during this decade, from a high of 2^.7 percent In 
fiscal year 1980 to a low of 16.5 percent In 1985. The aged Block 
participation rote has dropped by 23.0 percent during this some time 
frame. 

The hearing today Is designed to provide further information and to 
fill in gaps for certain key subject oreos which hove not been covered fully 
in prior hearings or forums. 1 look forward to hearing from our expert 
witnesses. Your suggestions and recommendations will assist the 
Committee In formulating legislation and other governmental policies that 
will help support the Black elderly. 
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Mr. Ford. I would like to call on Dr. Ron Manuel of Howard Uni- 
versity; Dr. Robert Butler from the Mount Sinai Medical Center in 
New York; Dr. Robert C. Weaver from the Office of Housing and 
Urban Development; and Ms. Eloise Ellis, who is the chairperson of 
th^ D.C. Legislative Committee of the American Association of Re- 
tir jd Persons. 

I would like to ask you to come and be seated here at the witness 
table directly in front of the tier. Let me say once again, on behalf 
of the Select Committee on Aging, we are very deUjghted to have 
the witnesses here before the committee today and we certainly 
look forward to your input in this Select Committee hearing. 

At this time, the Chair would recognize Dr. Manuel. 

PANEL 1, CONSISTmG OF RON C. MANUEL, PH.D., PROFESSOR OF 
SOCIOLOGY, HOWARD UNIVERSITY; DR ROBERT N. BUTLER, 
CHAIRMAN, GERALD AND MAY ELLEN RIITER DEPARTMENT OF 
GEIUATRICS AND ADULT DEVELOPMENT, THE MOUNT SINAI 
MEDICAL CENTER NEW YORK; ROBERT C. WEAVER, FORMER 
SECRETARY OF THE DEPARTMENT OF HOUSING AND URBAN 
DEVELOPMENT, WASHINGTON, DC; AND ELOISE ELLIS, CHAIR- 
PERSON OF THE D.C. LEGISLATIVE COMMITTEE OF THE AMERI< 
CAN ASSOCIATION OF RETIRED PERSONS 

STATEMENT OF RON C. MANUEL 

Dr. Manuel. Mr. Chairmtm, members of the committee, I wel- 
come the opportunity to speak with you on the topic of the plight 
of the black elderly, in particulair. I have been asked to give some 
brief over all demographic chEtracteristicis of the black aged. I 
would like to submit my full statement frr the record. 

Mr. Ford. Let me say for the record ■ oill statements will be 
made part of the record if you would lib. summarize your testi- 
mony and that is true for all witnesses who will testify today. 

Dr. Manuel. As a preface to my commentary, let me note that 
the importance of our being ever mindful of characteristics of par- 
ticular subgroups within the general older population, in this case, 
of course, the black Americans, namely, we too easily make the 
mistake of concluding or inferring that the circumstances of the 
aged have been sufficiently addressed when we fail to consider that 
the aged are not a homogeneous group. 

That is when we read conclusions or make inferences from re- 
ports, such as in the 1985 report of the President's Council of Eco- 
nomic Advisors, that elderly Americans are no longer a disadvan- 
taged group. 

This type of inference or conclusion too easily leads to public 
opinion that overlooks the fact that there are pockets of sigmficant 
need that continue to uniquely characterize this target population. 

Let me now briefly direct your attention to three or four circum- 
stances in the older population among black Americans that give 
evidence to the problems that the aged continue to have and that 
tell us that the problems have not been sufficiently addressed. 

According to the latest U.S. Government statistics, black older 
Americans are about three times more likely than their white 
counterparts to have annual incomes below the official poverty 
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threshold. Even with similar levels of education, poverty among 
older blacks is over two times that of older whites. • 

In 1984, the median income of black older males was 57 percent 
of their white comiterparts. The median mcome of black older fe- 
males was about 60 percent of their white counterparts. 

The data for 1984 are not unique. When we observe data in 1959 
before the great society Illation or after, the ratio of older black 
to older white incomes has had a very narrow range; namely, be- 
tween 54 and 64 percent. 

Now, the lower incomes of black elders transfer into relatively 
poor health, housing, public safety, and a general standard of exist- 
ence. Thus, for example, at birth blacks can expect to live about 5 
to 7 years less than their white counterparts. 

Older blacks are about twice as likely as older whites to report 
that their health is poor. Yet 58 percent of older blacks m the 
Census Bureau's survey of mcome and participation say that they 
are without private insurance, relative to 27 percent of older 
whites. 

About 4 percent of older blacks say in that survey that they are 
without Medicare relative to about 2 percent of older whites. The 
story is basically the same when we look at housing. 

Not only does the literature show the quality of the housiiig to 
be relatively inferior among older blacks, but evidence shows older 
blacks, particularly low-income home owners, are more likely than 
similar white owners to have excessive house-related costs. 

Now, these selected highlights about the black aged, I think, take 
on greater significance when we consider the growth of this popula- 
tion. Because it is a population that is growing at a faster rate 
than the total older population, it results that while blacks com- 
prised about 7 percent of the 16 million older persons in 1960, they 
comprised about 8 percent of the 28.5 million older persons in 1985. 

In the year 2000, they will comprise 8.5 percent of all older per- 
sons. By the year 2040 they will comprise 12.5 percent of all older 
persons. 

In short, the bottom line of this is that older blacks are constitut- 
ing a greater and greater proportion of the total aged population. 
Increasmg numbers of proportions of older black, often impover- 
ished persons, mean corresponding mcreases in the number and 
proportion of persons potentially dependent upon their families 
and upon society. 

In sum then, when compared to the general older population, or 
to the older population of whites, which I would like to take as a 
general, normative standard of the lifestyle and the chances in life 
that are potentially available in the United States for older people, 
it IS clear that older blacks are systematically more likely to have 
inadequate mcome, and then in turn, poor health, poor housing, ac- 
cessibihty to health and poor social care services. 

So my conclusion is the problems of the aged have not been 
solved. There are pockets of substantial, unique needs that charac- 
terize— that have characterized and will continue to characterize 
the older population in this country. 

Thank you, Mr. Chairman, for the opportunity to call your atten- 
tion to some of these often overlooked demographic characteristics 
m our older population. 
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PREPARED STATEMENT OF RON C. MANUEL, PhD 

A SOCIO-DEKOGRAPHIC PROFILE OF THE BLACK AGED 

The gradual, conatant Increaae In the number and proportion of the total 
U.S. population, that la age 65 and over, Is well recognized. Varloua 
characterlstlca about thla population are lesa well understood, however. For 
example. It la not.unuaal to read or hear that the population aged 65 and over, 
commonly referred to aa the aged or older population, la economically well off.^ 
Speaking directly to the point, Jane Seaberry, writing In the Ifashlnston Poat 
(1985) and summarizing the annual report of the President 'a Council of Economic 
Advlaors, observeat "elderly Americans have achieved baalc economic parity with 
the rest of the population and no longer are a disadvantaged grouo." One rather 
easily deduced implication Is that the'problema of the aged have been solved. 
When taken at face value, aa It frequently la, thia conclualon, aa falae aa It la* 
entera the compendium of knowledge about the aged population* 

To conclude, aa la reflected In the Seaberry (1985) article, that the economic 
problemsof the aged have been solved— -becauae, for example, the per capita family 
Income for the population aged 65 and over was $9060 In 1983 In contrast ' with 
$8960 for nonaged families — falls to conalder that the aged are not a homogeneous 
group. It Is rather easy to conclude or deduce that the problems of the older 
population have been addresaed it one accepta that all older persona experience the 
same condltlona of apln^* Observing a more complete set of data that reflecta the 
heterogeneity in the older population, one could not escape the conclualon that 
there are pockets of significant need that continue to uniquely characterize the 
older population* 

The purpose of this paper la to deacrlbe a few of the socio-demo graphic char- 
acterlstlca, and impending changea in theae characterlstlca, of the older 
population in the United Statea that document thia almple conclualon* It la 
important for aociety to recognize that the aged population is a multi-faceted, 
heterogenoua one* Summary statistics, auch aa the per capita Income, about 
the general population in no way reflect the potentially unique, often numerially 
aignif leant subgroupa within this total population* 

The diacuaslon begina with a study of the aize, growth and diatribution of 
the older black population* Next a study of a aelected number of the character- 
latica of the aged black population la made. Specifically, the health, houalng 
and economic circumatancea are deacrlbed. 

^The older or aged population is defined aa peraona aged 65 and over, unleas 
otherwise noted. 
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THE SIZE, CRCWIH AND DISTRIBUTION OF THE OLDER BLACK POPULATION 
Population Size 

Hie growth of the older population, as waa noted, Is generally well known 
(aee Table 1 ). what is leaa well recognized la that, at least alnce 1930. the 
black older population haa been Increaalng at a aubstantlally faster rate than 
the general older population. The elderly black and the total older population 
increased between 1920 and 1930 by about 12 percent and 36 percent, respectively; 
the correapondlng ratea of Increaae between 1930 and 1940 were roughly 65 per- 
cent and 36 percent (see Table l). A almllar pattern holda for the comparlaon 
of older whltea and blacks inasnuch aa the general population largely reflects 
the characterlatlca of the numerical majority group. 

The greater relative growth rate among older blacka has continued since the 
1930a and 19403. For example, between 1960 and 1985. there was a 104 percent 
Increaae in the black older population relative to a 73 percent increase In the 
white older pormlatlon (aee Table 2). !k)th figures hichlight 
the growth of the aged population when compared to the 33 percent increaae in 
the total U.S. population during the aame time period. 

Gender variation la alao a diatlnguiahed aspect of the data in Table 2. 
It ia among feaalea that one seea the moat pronounced population Increasea. black 
or white. The growth rate of the older black feniale population subatantially 
exceeded that for black males at each a^e level. The i960 to 1985 Increaae 
waa aharpeat among the oldeat old. that is, personaaged 85 and older. Here there 
w»8 a 211 percent increaae in the female black older population relativt-. to a 
124 percent increaae anong their male counterparta. 

The population of black older fcmalea was alao generally growing faater 
than their cJder ^ite female counterparts. One variation from thia 

pattern. however, la evident when the target population, by age. Is again narrowed 
to the oldeat old, another distinguished aubgroup within theae data. There waa 
a 259 percent increase In the female white older population relative to the 211 
percent increaae among fe«ale black older persona. Thia patten^ hovevei; ia not 
expected to continue. For example, the data in Table 4 ahow that for each of 
the projected twenty year projectionSof population aize, starting with 1980 
(I.e., 1980 to 2000). the rate for female black older peraona exceeda that for 
their white counterparta whether one studiea the group aged 65 and over or aged 
85 and over. 

Generally, with the exception of the racial contrast for males between 
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1980 and 2000, the data on projections in Table U show that c!-e trend of faster 
relative older black Cmale and female) {growth Is expected to continue through- 
out the next century. Thus, while the total U.S. population Is only expected 
to grow by 18 percent between 1980 and 2000» the Increase of black older females 
Is projected to Increase by 53 percent between these sane vears. The po-julatlon of 
white older feaales id.ll Increase by 35 percent befreen 1980 and 2000. 
An Aging Population 

One result of the faster rate of growth In the older black relative to 
older white population Is that older blacks conprlsed slightly over eight 
percent of the 28.5 million persons aged 65 and over In 1985, wheras older 
blacks comprised about seven percent of the roughly 16 million persons aged 
65 and over In I960. Older blacks are thus constituting a greater and greater 
proportion of the total aged populatlcn.^ 

The 2,343,000 elderly blacks In 1985 (Table 2) also represented slightly 
over eight percent of the total blr latlon; about 12.5 percent of the 

white population was aged 65 35 (see Table 3). When compared to 

the fact that In 1900, 4.2 p total white population was aged, 

relative to about 2,9 percent of the black population. It Is clear that both 
2 

populations are aging. Yet, the white population Is distinctly older than 
Its black counterpart, despite the current generally faster rate of Increase 
In the latter population. 

Projections for the future show that these ti^o populatloi^wLll continue 
to age (see Table 4) in their oVn distinctive ways. A narrowing of the gap of 
the relative aged status of the two groups will not become evident until after 
the post World War II baby boom cohort has fully entered the ranks of the 



elderly, after 2020. Between 1980 and 2000, for example, the percentage of 
white female society that will be old will Increase from 13.9 percent to 16.5 
percent; the corresponding Increase for black older females will be from 8.9 
to 10.2 percent. In 2040, the percentages of these respective populations that 



27.4 and 25.1 In 2080. It Is not clear, however, that this convergence will 
necessarily represent or reflect the homogenizing effect of similar llfestylei 
or circumstances at work In the two populations. 



will be old are 26.2 (white) and 19.5 (black); the respective 



percentages are 
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ItlBcl«ar f«jta the proJectlonB m Table 4 that older blacks, whether having 
more or 1«8b alaUar llfostylea to whites, wUl become a ouch more visible 
coaponent of the aged population. The need for special, minority sensitive 
planning for policy and services would surely seem warranted given the 
dramatically distinctive proje'ited growth rates of the black, particularly 
female, oldest old. Increasing numbers of older black and often Impoverlahed 
pcraonB mean corresponding increases In the number of persons who wUl be 
potentially dependent upon their families and the society. 
The Distribution of the Black Older Population 

Fifty-six percent of all black older Americans were concentrated in one of 
the ten states most populated by older blacks In 1980 (see Table 6) • Five States 
New York, Texas, Georgia, North Carolina, and California accounted for almost 
one-third of the total population of older blacks. 

Eighty one percent of older blacks were concentrated In urban locations In 
1980 (see Table 5). Of that group who lived In urbanized areas, 69 percent were 
In central cities. Older whites were also primarily living In urban locations. 
Of those In urbanized areas, however, only 39 percent lived In central cities. 
Rather, older whites are more frequently living In the urban fringe. About 15 
percent of their black counterparts are similarly situated. Clearly, older blacks 
are disproportionately concentrated in central cities and thus, at greater 
risk to various urban problems including: congestion, housing shortages, living 
costs and general problems with health and well-being. It is, therefore, 
fitting in this analysis to devote some cotmnentary to a selected number of 
indicators of these problematic conccms for older blacks. 
HEALTH CHABACTERISncS 

Progress in health is frequently measured in terms of Improvement in life 
expectancy and life expectancy is directly influmced ty patterns in mortality 
which, in turn, are influenced by patterns in health safety, status and 
functionality. It is thus appropriate to begin the study of health at the 
broadest level (i.e., life expectwicy) and work a path backward to more specific 
indicators on the health of the black aged. 
Life Eicpectancy 

Life expectancy is a measure of the average remaining lifetime in years for 
a specific age, assuming a conatadt distribution of death rates over time. The 
average white newborn female in 1982 had a life expectancy of about 79 years. 
The average black newborn female could expect to live another 74 years (see 
Table 7). The male counterparts, respectively, had life expectancies of roughly 
72 years (white males) and 65 years (black males) . Generally, white life 
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expectancies represent a roughly five to seven year advantage over blacks, an 
advantage that has been reduced from the roughly six to eight year vhlte to black 
advantage appearing In 1960, before the country's Great Society domestic govern- 
mental assistance programs. For context. Table 7 also presents life expectancy 
data for 1900, 

Most of the 1900 to 1982 Improvement In survivorship for both blacks and 
whites was consequent of raininizing the effect of the infections diseases that 
primarily affect those in Infancy and childhood, Th . b Improvement in life 
expectancy at age 65 or age 85 (see Table 7) has been less noticeable. For 
example, relative to the 28 year Increase in life expectancy, atblrth, amfing black 
females from 1900 to 1982, life expectancy Increased by only about six years 
at age 65 during the same years. Interestingly, the latter rate is not 
substantially different for white females: (18 ,9-12 , 2-6,7 years), while the 
racial differential at birth is clearly more distinguished (38,5 years of 
improvement among white females) versus 27,8 years of improvement among black 
females) , 

The importance of this observation rests with its possible differential 
implication, by race, for where work must be concentrated to gain future im- 
provements in life expectancy. Namely, the emphasis that is increasingly, and 
rightfully so, placed on the importance of controlling the chronic diseases that 
primarily affect older person?-- as a method for sustaining future improvements in 
life expectancy for the general population (see Kanton, 1983 — must be amended 
to include a special continuing emphasis on improving conditions surrounding 
the birth and infancy of black Americans, Elevated black infant mortality rates, such 
as reflected in the black to white male infant mortality ratio for 1983 of 2,13 
(see Table b),!-? a major indicator of the need for continuing special targeting 
of attention on the health conditions surrounding the birth process and infant 
and mother care. This awareness points anew to the observation that aging is 
a life long process, A significant extension of the life expectancy 6f blacks is 
dependent on what happens to the high rate of unwed mothers and the care they 
and their infants receive. 

Relative improvement of the life expectancy for blacks is simil/irly dependent on 
what happens to high black relative to white rates of mortality at each of .the age 
levels shown in Table 8. The fact that the black to white male mortality ratio was 
2,17 to 2,57 in 1983, during the young adult years, transfers into the task of 
identifying why thedeath rate frm hanocidei ?ar e>canple, ?nc>n?j -[loxms black males far exceeds 
that of the.lr white counterparts VThat is it about victimization by poverty 
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and minority atotua among blacka that icoda to greater violence aa a poaalble 
Deana of coping? The hope la that by undoratandlng the psycho-aoclologlcal 
nechanlsm of thla and similar connectlona, an Uifonned aoclety will gee*e need for 
eliminating poverty and dlacrimlnatlon. Thla recognition and action to 
addrcsa It la a major atep In tha proceaa of leaaenlng the racial gap In the 
mortality ratea and conaequent life expectanclea of black and whltea. 
Health Status 

Those black Americana who live to old age have aometimea been called 
special Burvlvora. Yet, the mere fact of aurvlval leavf^ unanalyzed the atate 
of the health of these survlvora. la the health of older blacks connnensurate 
with what la generally available In the society to the nonmlnorlty (I.e., white) 
community^ 

The data In Table 9 show that older blacka, more often than their white 
counterparts, report: (1) health conditions that limit their activity; (2) bed 
disability days; and (3) lllnessea that are unattended by medical personnel. 
The reault Is that older blacks are much more likely to be functionally limited 
and, naturally, more likely to see themselves in poor health (see Table 9), 
Health Care and Social Service System Accessibility 

One avenue for reducing the relative health risks of a?lng and aged blacks 
Is by ensuring accessibility to the health care system. Findings that show 
that older bliurks are less frequently covered (than -^Ites) hy Jfedlcare or prlv&te Insurance 
(see Table 10) Implicate the Importance of planning, to ensure that the health 
care system In this country Is more accessible to blacks throughout their 
lives. On the other hand, It would appear that of those eligible for Medicaid and 
other social service programs, that contribute, to well-being and thus indirectly 
to health (e.g.. Food Stamp Program, Aid to Faailies with Dependent Children, 
General Assistance, Supplemental Security Income and Housing Assistance), there 
is a higher rate of use among older blacks than among older whites. Whether 
this circumstance stated as simply as above, can be taken as indication of equity 
in black and white use of these programs ; is a separate question and one 
beyond the purview of the discussion here. 

HOUSING CHARACTERISTICS 
Housing Tenure and Quality 

In 1983 there were about 919,000 older black heads of household living in 
owner occupied housing. Regardless of income level, the majority of older 
black household heads were in owner-occupied housing (see Table 11). Yett the 
data show that older black ownership rates. lag behind that of their white counter- 
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porta. Becauoe Home equity la the dominant aasot holding of tho elderly 



relatively dlaodvantoged not only on economic grounda but alao for reasons re- 
lated to the aodoemotlonol value rcpreaented by home ownerahlp. 

The queatlon of tho rilaclve quality of ths houalng of oldur blacka Is alao 
of Interest when considering the queatlon of the economic and aymbollc value 
of houalng. The 1983 dota conflrma again what huo largely been the conclusion 
during Che laat few yeara (Struyk* 1985) . Namely, the houalng stock of older 
blacks generally rc.'Dolns Inferior to that of their white counterparts. This 
conclusion la condltlonalt however. Thua, while the black dlaadvantage la 
generally evident throughout the Income and cenure controlled analyaea on 
whisther there are cracka or holea In the walla/floora of the housing, 
plumbing and kitchen facilities are generally noc problematic for persona 
with Incomea about the median Income level (aee Table 11 for detalla) . 
Houalng Affordablllty 

One f.equentiy asked queatlon Is whether older blacks spend an 
cxceaalve ahare of their Income on houalng. Taking ai acceptable housing 
cost (br rent) to income ratio as one under 35 percent, It la aeen In 

Table H that older black houaehold owners are more likely than 

whites to be paying above the criterion amount, particularly among i.hoae with 
Incomes below the median. On the other hand, older blacka regardleaa of Income 
are allghtly less likely than whites to havs onjessiverent to Income 

ratio (see Table 11) . 

SELECTED ECONOMIC CIRCUMSTANCES IN THE BLACK OLDER POPULATION 
Relative Income Status 

By any Indicator of Income and economic well-being, the black aged are a 
particularly disadvantaged group. In 1984, the median Income of black raalea, 
aged 65 and over waa $6163, about 57 percent of the median Income CIO, 890) of 
white males In the same age group. The median Income of older black females 
($4345) was 69 percent of the median Income of their white counterparta ($6309) 
(U.S. Bureau of Censua, 1986b). 

The 1984 median income of families headed by a black older person waa 
$11,983, about two thlrda (64 percent) of the median family Income of white 
families headed by an older person ($18,775) (see Table 12). 

The iise of data from 1984 to Illustrate the point of the relative Income 
disadvantage of older blacka doea not tell a unique atory. Whether observing 



(Murray, 1972), it la clear that 



older blb'^ka and their famlUea are 
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data before the 196A Civil Rlghta Act and other Great Society leglalotton, or 
after, the rotlo of the Income of older blacka to older whltea haa had a very 
narrow range. The data In Table 12 ahow that the median income of older black 
fanllloa has cunalatently ranged between 54 percent and 64 percent of the com- 
parable incomea of older whites. 
The Adequacy of Income 

The typically uaed raeaaure for the study of the adequacy of income la the 
poverty ratio. The poverty ratio Is the ratio of money income available to the 
money income thought to be necessary to provide the food for a minimum temporary 
adequate diet for a apeclfled number of persona, with still enough money left 
to purchase other necessities. 

Table 13 presents a display of these ratios for older blacks and whites, 
over time. Generally, the data show that the black poverty rate has been 
consistently higher than the white rate. Moreover, the gap between the pro- 
portion of the black aged having incomes below the poverty threshold and the 
proportion of the white aged with Incomes below the poverty threshold has widened 
over time. In general. In 1959 the rate of poverty for older blacks was approxi- 
mately double the rate for older whites. Relative poverty for older blacks 
then Increased, even before the Reagan era of federal retrenchment, and has been 
approximately triple the rate for older whites since 1981. Lower rates of 
poverty, overtime, for both older whites and blacks, but a widening black to 
white ratio, reflect the fact that the decline In poverty for older whites, over 
time, has proceeded at a faster rate than that for their black counterparts. 

Table 13 also extends the application of the poverty meaaure to Include 
controla for educational attainment and source of Income for the 1982 data. 
While a control for education reduces the magnitude of the racial contrasts. 
It Is obvious that even with education controlled, the incidence of poverty 
among older blacks Is over two times that of older whites. 

The role oftaltlple incme sources JnttTverty incidence is instructive of where the ooverty ^ 
between bUcksand whites is accentuated. Thus the gap, by income source, as is 
indicated by the ratio of the black to white poverty rate (see Table 13), only 
approEches the overall ratio in 1982 (3.08) when black and white incomea are 
compared among those with incomea based on multiple sources, including social 
security and earnings, plus either/or property income (e.g., interest, dividends) 
or pension income. Only at this point, like for the case of the overall 
poverty data, is it revealed that over tihree times more older blacks have 
incomes below the poverty level than their white counterparts. 
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Tho Importance of onminjJ, „Uit. riUev najrcon^ahowii tlw crltlcnl rolo U«t miltipja 

Incotna sourcaa play In chn i^c *v: ' . /iJradvaucftgi of olttar blacka. Clcnrly 
tho data In Tnble 13 uhow thitv ^Vi j p^. inla u> t^nrnlngtii na a aourca of Incoma, 
contrlbutas to heightening the b7..ick dladdvuutn^.o . The data on uncniployment In 
Table U ahowa, In part, why. In 1982, io^ a^nmple, the unemployment rnto for 
older blacka males wns 9i3 percent, roli!-iL<,e to 3i;^ percent nmong older white 
males • 

Earnings from employment, as an Income resource, simply are not us fre- 
quently available to older blacks. A similar reasoning underllea the avail- 
ability of property or pension Income to older blacks. 

In conclusion, the data on the relative incomes of older blacka and whites 
suggest one Inescapable conclusion i the elderly black's income position, while 
Improved over time, Is an deprived or more deprived today — relative to their 
white counterparts — as It was In 1960. 
Summary 

The discussion In this paper has emphasized the relative plight, demo- 
graphlcally, of older blacks In the United States. Older blacks relative to 
whites much more frequently were shown to have Inadequate Incomes. Their, In 
turn, poorer health, housing and - Inaccessibility to the health, and social 
care system transfer Into higher death rates and thus lower life expectancies 
than la generally characteristic In the society. 
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TABLE 5: IWITEO STATES POPULATICM AGED 65 AMD OVEK: ItUMBER *"» 
FERCEKTACE OT TOTAL 1H ISSO.BT BACE. TOR RURAL UBBAB 
lOCATIGH 





Uhlca 




Bladk 




locadon 


1 aoOOa) 


Z 


« (lOOOa) 


Z 


. Rural Urbaa Distribution 


D.5. (Aiad 6>4>) 
Drbin 
Total 
Urbanlzad 
Araas: 

Central 
. City 


229(2 
16927 

6602 


73.8' 
39.0** 


2067 
1666 

1X31 


80.6" 

69.1" 


Urban 


6S01 


40.2** 


25ft 




Sural 
Total 
• Jam' 


6QI5 
691 


26.2? 
11.? 


401 
17 





SOURCE: United Stataa Buraau of Census (1984bX 



'percent of U.S. Total Population* aged 63 and ovar. 

^^arecnt of Tocal Urbin qv Total Rural Population* ajad 63 and ovar. 



TABLE 6: TEN MOST POPULATED STATES WITH BLACKS, AG^ 65 AND OVER 



State Distribution 



State (In lOOOs) Cumulative Percent 



New York 


1 


165 




8.1 


Texas 


2 


137 




1A.8 


Georgia 


3 


123 




20.9 


North Carolina 


4 


112 




26.A 


California 


5 


110 




31.8 


Florida 


6 


107 




37.1 


Louisiana 


7. 


102 




A2.1 


Mich igan 


8 


98 




A6.9 


Mississippi 


9 


9A 




51.5 


Pennsylvania 


10 


92 




56.0 


SOUTvCE: Based on 


tabulations from the One in a 


Thousand Public 


Use Sample 


(Sample A) of the 


1980 Census of 


the Population 


(U.S. Bureau of 


the Census) . 



"cumulation of the percentage of each state's population that is aged 65 
and over and black. 
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TABLE 7: L-IFE EXPECTANCY, BY AGE, BY YEAR, BY RACE, BY GENDER 
FOR THE UNITED STATES 



Age by Year 






Race by Geader 








Black 


White 


Black 


White 


All 


All 

All. 




Hale 


Male 


Female 


Female 


Other 


Other 












Kale^ 


Female 


At Birth 














1900^ 


32.5 


48.2 


35.0 


51.0 






1960*^ 


61.5 


67.6 


66.5 


74.2 






1982 


64.9 


71.5 


73.5 


78.8 


66.8 


75.0 


At Age 65 














1900^ 


10.4 


11.5 


11.4 


12.2 






1960*^ 


12.8 


13.0 


15.1 


15.9 






1982 


13.3 


14.5 


17.2 


18.9 


14.1 


18.2 


At Age as 














1900^ 


4.0 


3.8 


5.1 


4.1 






1960*^ 


5.1 


4.3 


5.4 


4.7 






1982 


4.8 


5.3 


6.5 


6.7 


5.8 


7.5 



SOURCE: National Center on Health Statistics (1985b). 



^Includes data for Blacks , 

^Data are for (?eath reglstratiim states for the jieriod 1900-1902. 

*^Data are for "All- Other Races'* (other than white). Blacks, however, accounted for 
ovdr 90 percent- of all racial groups other than whites.' 



6&-795 0—87 2 
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Health 
Indicators 



.Kacci 



Whit* 



Health Mead or Status 



Health Condi tlona 

1. At leaat one health condition that 
llnlcs activity 

2. Persona with a second activity lljaltlna 
health condition 

3. Persona with. a. third activity limiting 
health condition 

B. Poor Sale pecelved Health 

•C. Two or Hora Illneasea Unattended by MMllcal 
Cara System 

D. Hora Than 20 Bed Disability Days in Last Year 

E. Host Severe Functional Unltationa Scora 



43 .8Z 
9.4 
2.3 

U.6 

•.7 
12.8 
4,7 



56. « 
1?.8 
2.1 
23.5 

2.2 
20.0 
8.5 



^" of the Hatlonal Medical Cara 

ytlllratlon and Expenditure Survey,* 1980 (National Center for Health SttSatlcf)* 
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' TABLE 10: HBALTH CARE AND SOCIAL SBEVICB StSTEM ACCESSIBILITT AKD OSB, BT 
SACB FOR FERSCHS ACED 65 AND OVER 



S«rnc« 


Vblca(X) 


Black(Z) 


Health Care Systea AcceaalblllCy 



A. 



Without Private InBurancej^Coverago 
Hlchout Medicare Coverage 
by Type of Coverage: 

Tn>« A 
Tn>« B 

Typo A and B 

Ko Medicare Card 
Hlthout Medicaid Coverage an^ time: 
October 1983 to January I9B4 ' 
Huralrig Hooe Realdenta 



26.7 


57.7 


2.4 


4.2 


9.4 


12.8 


2.5 


3.7 


80.4 


72.4 


7.6 


U.O 




.7 


49.7' 


ao.Af 



Social Service System Use 



Food Stasp Program^*^''' ^, j 

Aid to Famlllea vl^h^Dgpendent Children 

Cenaral Aaalatance ' ' 

Suppleaimral Security Xgcgoa 

Rent Subaldlzed Boualng ' ^ 

Sealdence la In a Public Houalng Project 



3.3 
.1 
.1 
4,7 
I3.I 
16.0 



19.3 
.5 
L.L 
22.4 
15.2 
35.6 



SOORCK: Baaed on data froo the Public Uee Data fUee of the: (1) National 
Medical Care Utlllratloa and Expenditure Survey (National Center for Health 
Statlatlca, U.S.D.H.H.S) ; and (2) Wave One of the Survey of Income and Program 
Participation (SIPP) (Bureau of the Ccnsua, U.S. Dept. of Comerce)* Hnta^fls Hooe 
dkta ere from the National Center for Health Statlatlca (I985a. 

^Baaed on 1980 data from the Public Use Data File of the National Medical 
Care Utilization and Expenditure Survey. 

'^Baaed on October 1983 to January 1984 data from the Public Uaa Data f Ue of 
the Survey of Income and Program Participation. 

^veram rafero to peraon aged 65 and over and vho meet ell«lbUlty requlre- 
■enta. 

Participated In the Program for each of the four months of Wave 1 of the SIPP. 
^ouaeholda with a Head, aged 65 and over in January, 1984. 

foata are for 1977 and refer to the rate per 1000 population. Data on blacks are 
actually for nonwhltea. 
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TABLE 111 IHCIDENCB OP HOUSIHC QOAHTV, AFFORDABiHTY /HQ TENURE BY RACK AKD BY INCOKE TOR fERSONS 
AGED 6^ AND OVERi 1983 



Selected 
Houalng 



Tenure 

Owners 
Rentere 

Quality 

Complete Plusanlng Facllltise 
Gopplete kitchen Facilities 
Ho Cracka/UallB 
No Holes/Floors 

One or Less 
Persons Fer Room 

Affordabllity 

Houslns Cost to Incone Ratio: 
More than 3SZ 
Rent to Income Rotlo: Kore 
than 3SZ 



Tenure I _ 

IncoiPB i • B?lov Median 
Race; White 



Owners 



• Renters 



Blfifk 



• Hedl0m6r 'Above 

.Vhite. ;;.:.BUck;. 



.'Bel6v HodlUB 

whito' . ' : 



64. 3Z 



97.0 
99.3 
96.0 
98.5 



99.8 



27.4 



54. 7Z 



87.0 
95.1 
87.0 
93.8 



99.3 



37.7 



84. 9Z 



99.5 
98.8 
97.9 
99.6 



99.7 



4.7 



76. 6Z 



98.5 
99.7 
93.4 
96.8 



97.7 



5.3 



31.7Z 



97.7 
98.7 
93.7 
98.6 



99.7 



54.9 



Black 



40. 7X 



89.0 
93.6 
85.5 
93.7 



99.9 



53.3 



KodiUQ-'or Abc/o 



White 



14. OZ 



99.2 
99.1 
95.0 
98.7 



99.6. 



15.4 



BJaek • 



22.0Z 



97.3 
98.3 
80.9 . 
96.0 



93.9 



9.8 



SOURCBI Bssed on data from the Publlo Das File of the Annual Boualng Survey, 1963i National Cora File. U.S. Bureau of the Genaua. 1904. 
^Houaes rented for cash. 



The -nodlen income of housAhold heads » aged 65 and over, in the 1983 Annual Housing Survey file is $10640. 
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TABLE 12: Itodlan Xncm of Faalllct EM4«d by a Paraon Agad 65 
T«ara and Ov«r> by Bac«,by Tear 



Tear 


Median locoae ($) 


• Ratio of Black to Vhite Idco0« 




Vhlte 


Black 




1959 


3311 


1791 


.54 


1970 


5263 


3282 


.62 


1980 


13382 


8383 . 


.63 


1982 


16809 


9618 


.57 


1983 








1984 


18775 


11987 


.64 



SOURCE: Based on *tabulat:ionB of dnta froa the United Stetee Bureau of the Census (19S3) end 
various publications Fron the scries; Current Potiulation *>.onorta (United ^cataa Bureau of 
cha Census). 

ar* report;^4 In current, rather than 1984 constant dollar amounts. The cmphasia * 
la not on incoaa trends, per sef but rather the systcnatlc relative incoaa position of 
• older tOack snd vtiite families. 
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" • TABLE 3 3; PERSONS 65 YEARS OF ACE AND OVER IN TllE UNITED STATES WITH INCOMES 
BELOW niB POVERTt LEVEL, BY RACE, BY YEAR, BY EDUCATIONAL 
ATTAINMENT, BY SOURCE OP INCOME' 



Year 


Controls Poverty Rates (Z) 


Ratio of the Black to 




White 


Block 


White Ratio 


1959 


33 .1 


62.5 


1.89 


1969 


23.3 


50.2 


2.15 


1979 


13.3 


36.2 


2.72 


1980 


13.6 


38.1 


2.80 


1981 


13.1 


39.0 


2.98 


1982 


12.4 


38.2 


3.08 


1983 


12.1 


36.2 


2.99 


1984 


10.7 


31.7 


2.96 


Educational Attaimnont^ 




Elenentary School 








or Leas 19.7 


45.6 


2.31 




Five or More Yrs. 








College 4.9 


10.1 


2.06 




Income Source (Persona vho head a Household) 


a 




Social Security 








(SS) Only 48.4 


60.0 ■ 


1.23 




SSI** Only 77.5 


98.1 


1.27 




Public Assistance 








(pa: Only 100.0 


100.0 


1.30 




SS and SSI Only 70.4 


86.2 


1.22 




SS and PA Only 74 .8 








SS and Earnings Only 12.8 


16.5 


1.29 




Earnings & Other Income 3.0 


14.5 


4.83 




SS; .Earnings and % either: 








(a) ,Proi>erty of (b) 








Pension Income 6.& 


21.6 


3.27 



SOURCE: Based on data from various publications from the United States Bureau of the 
Census's Current- Population Reports ; and tabulations of data from the Public Use File 
of the March 1983 Current Population Survey (United states Bureau of the Census) . 



^The data for the study of poverty and income source are for 1982 only. 
^SSI: Supplemental Security Income. 
^No data. 
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TABLE lAl UtflTED STATBS LABOR FORGK UMEHFLOYMENT ANKUAL AVERAGES* AGED 
63 AMD OVER. BY RACE, BY GENDER* BY YEAR 



Y««r IKntin X Gender 





White 
Hale 


Female 


Black 
Male 


DUck . 
Fflule* 


1960 


A.O 


2.8 


6.3 


4.1 


1980 


2-5 


3.0 


8.7 


4.9 


1981 


2.4 


3.4 


7.5 


6.0 


1982 


3.2 


3.1 


9.3 


4.5 


19^3 


3.2 


3.1 


11.8 


6.3 



SOURCE: United States Bureau of Labor StatlBtlcs* 1981; 1985. 
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Mr. FoHD. 7i'hank you very much, Dr. Manuel. 
At this time the Chair will recognize Dr. Butler. 



STATEMENT OF DR. ROBERT N. BUTLER 



Dr. Butler. I would like to submit two items for the record, Mr. 
Chairman, members of the committee, an essay restructuring of 
Medicare toward a step of universal health care. 

Mr. Ford. Without objection, it will be made part of the record. 

[See appendix.] 

Dr. Butler. Mr. Chairman, member; of the committee, I am 
proud to be a member of the board of the National Caucus and 
Center on the Black Aged, which has set the stage for this hearing. 
I am a teacher in a medical school. Mount Sinai Sch?x)l of Medi- 
cine, and I am the chairman of the Nation's first and still only de- 
partment of geriatrics and adult development at Moimt Sinai 
School of Medicine and Medical Center. 

I am codirector of the National Alzheimer's Disease Research 
Center. We are just 3 years old as an academic entity but I still see 
patients, which I alwajrs intend to do to the end of my life. 

New York City, an extraordinary city, as you know, has 1 million 
P!>ople over 65 years of age. In New York State, 2.3 million people. 

New York State altogether has the highest number of black 
older Americans. My outpatient services program is now able to 
serve some 2,500 patients in East Harlem where we abut. 

We have patients with an average age of 83 with multiple, com- 
plex, interacting, physical and often psychological problems. 

In short, we really have an extraordLaary group of wonderful pa- 
tients who have many, many serious problems. It is, therefore, all 
the more disquieting, as I see the inadequacies of home care, of 
long-term care and the increasingly special plight of older black 
Americans experiencing, as they do, the dramatic, conscious-less 
cutbacks in Medicare and the impact of Gramm-Rudman. 

I also see, what troubles me especially, in New York City, the in- 
creasing gentrification of the communities with not only gentrifica- 
tion with regard to housing, but hospitals and health care, too, 
where you see boutique or gourmet-type services for those . who can 
afford them within hospitals and less than adequate care in the 
rest of those hospitals. 

This gentrification, I am afraid, has developed a kind of set of 
citadels in^ which those of us who are more fortunate can live, can 
go to special private schools, can have many advantages in hospi- 
tals and health care. I wonder if this is really the shhiing city on 
the hill that someone in high public office really has in mind. 

With this we see an increasing corporatization of American med- 
icine, moving it to be perhaps more interested or increasingly in- 
terested in profits rather than interested in the direct provision of 
decent health and social services. 

I have often spoken of what I call the longest revolution, the 
gain of an extraordinary 25 years in average life expectancy in less 
than a century throughout the industrialized world, nearly equal to 
what had been attained in the preceding 5,000 years of human his- 
tory, from 3,000 years B.C., the Bronze Age, to the year 1900, but I 
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regret to say black America has n"?t, not ecjoyed the same remark- 
able, unprecedented gain in averr^v life expectancy. 

Certamly in no' small mcr>p;: .T/r a result of the poverty Dr, 
Manuel so dramaticall;^ outliucci, • e crime victimization and the 
issues, of access and quality of cai a In the interest of time I want 
to get to some direct practical ^suggestions.. First, we really must 
support the development of geriatrics in the United Sfaites, 

I really appeal to you, Mr. Chairman, and to the menibers of the 
committee here to recognize Medicare supports giaduate medical 
education in the United States today, last year to the tune of $2 
billion — that is a "b". Not one nickel of that $2 billion has gone to 
the development of geriatrics in the United States. 

It is Uttie wonder that I chair the one and only department of 
geriatrics in the United States. We need to have effective congres- 
sional pressure upon the 127 American medical schools to ensure 
us that we will have adequately trained people to provide care in 
niu^ing homes, in L ?tpitals, in outpatient clinics, and in home care 
pn^rams in the Univid States. 

Second, there should^be a m^or expansion and support for the 
Nationial Institute of Health and specifically the National Institute 
on Aging to study the disabilities and diseases of old age with a 
specific focus upon black problems. 

Third, there should be a national health promotion and disease 
prevention campaign, again, particularly focusing upon the many 
special problems that black America experiences, an example, high 
blood pressure. 

Fourth, there is a need to subsidize black medical schools, the 
three of them, for training in geriatrics. 

Fifth, ix> enhance what had started but has now dwindled away, 
the recruitment of minorities to health careers, in our country. 

I am pleased that Mount Sinai School of Medicine, last time I 
had l:X)ked, Lias 14 percent of its class minority, the highest of any 
medical sschool in the Stete of New York. 

Six, we must create an index of severity and complexity, in addi- 
tion to the DRG in order to avoid the prejudicial, premature dis- 
charge called sicker and quicker and perhaps much more neglect- 
ed, the exclusion at the gate, that is the subtle extent to which the 
physician will not admit a patient to the hospital because that hos- 
pital may be too^ expensive for the patient given the perspective 
payment mechanism of DRG and the issue of exclusion at the gate 
has not received the attention that uicker and quicker has. 

Seventh, we must moidtor the s'ituation of black older persons 
Uving in nonminority iiomes, nursirg homes, homes for the aged, 
to protect against racial abuse and examine the admission policies 
of nursing homes to monitor evidence or racism. 

The Friends and Relatives of the Institutionalized Aging [FRIA] 
has presented evidence as recently as 1984, of such discrimination. 

Eight, we must particularly aid the minority elderly living alone, 
most of whom are older women, most of whom are 75 and above, 
and we must help them surely to get registered for the entitle- 
mients that already exist, such as medicaid and supplemental secu- 
rity Income, and as you know, an extraordinarily high percentage 
of older persons are not registered. 
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Finally, we need the restructuring of Medicare. When Medicare 
was pasiied into law, as you know in 1965, it was the end product of 
an extraordinarily difficult political climate with the adverse and 
negative response of the American Medical Association, and the 
pressure of the insurance companies. 

Out of this came a program that was modeled specifically upon 
young people and upon those who had acute illnesses that might 
require hospitalization. If any of us together in this room, any 10 of 
us had sav down around a table to create a Medicare Prograr^:i for 
older people, we would not have created one that didn't provide 
outpatient medications, essentially no long-term care and no real 
efforts with regard to prostheses, eyes, t^th, glasses, or hearing 
aids. 

In short, what we created was a young person's program, a valu- 
able one and I am not meaning to be destructive to the importance 
of Medicare, but not one that is derived from an vmderstanding of 
the multiple, complex needs of older people such as I see them and 
have seen them for some 30 years. 

So the proposal, which I will not present in detail to you, covers 
the range— the spectrum from health promotion and disease pre- 
vention all the way to rehabilitation, a rehabilitation that is geared 
not to the notion that older people can't get better, but geared 
rather to the idea that a great deal can be done for them which is 
true. 

We run a mobility program at Mount Sinai. In fact, I just real- 
ize^ that Mr. Weaver is on my board of trustees at Mount Sinai. 

' I am reporting directly to one of my bosses. We have an effort 
tc / to assist people who have problems of falls, gait disorders, 
w*, h is the No. 1 reeuson for admission to nursing homes. Memory 
loss and Alzheimer's disease is No. 2, but No. 1 is the problem of 
mobility. 

We have to provide within this restructured medicare rehabilita- 
tion, long-term care, home care, respite care, counseling and train- 
ing of the families which are, after all, the principal and extraordi- 
naiy care givers in our society for older people. 

Now, you asked in your opening remarks, Mr. Chairman, to not 
only focus upon Government, but the community and what the 
conmiunity can do. 

I am pleased to report that I am chairing two programs for the 
Commonwealth Fund, an outstanding foimdation, one connected 
with the issues of helping people remain at home as long as possi- 
ble. 

We have a m^jor grant in East Harlem under the Common- 
wealth Fund where we hope to learn new wajrs of helping coordi- 
nate services that will prevent unnecessary institutionalization. 

A second program is called the Commission for the Elderly 
Living Alone, focused upon that most at risk group, 75, 85 and 
above, largely women, and among them, as has been pointed out, 
the poorest of the poor, black minorities. 

So we must have both the private sector and the Government, 
function together in beginning to meet the needs of older black 
Americans and older Americans in general, and we must do it very 
soon because there is nothing more clear than the fact that exist- 
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ent policies, both in the private and public sector, are not moving 
toward a solution of these challenges. 

There is nothing self-correcting in an3rthing that is presently 
happening today. In fact, there is an erosion of what has already 
been gained. 

. So in conclusion, I thank you for this opportuiaty to speak before 
you and my hope is that this might inaugurate the beginnings of a 
new sensibility in this country toward the specific needs of minori- 
ty and black Americans. 
Thank you. 

Mr. Ford. Thank you very much, Dr. Butler. 
[The prepared statement of Dr. Butler follows:] 
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PREPARED STATEMENT DF DR. ROBERT N. BUTLER 



1 am proud to be here to speak on the nec?^jty for our, country to meet the health 
needs of the black aged, and oitf failure so far to do so. 1 am proud to represent the 
National Caucus and Center on Black Aged of which 1 have been a member of the board 
since its inception, it was founded in 1970 by the late Hobart C. Jackson, Sr., and other 
concerned leaders to respond to the unique needs of the lower income and minority 
elderly, and has done so in an extraordinary fashion, during increasingly difficult times. 

The 1983 National Caucus and Center on Black Aged estabUshed a committee on 
long term care of the black aged to develop a policy statement that would provide the 
basis for NCSA'S public position. This exceUent and valuable report, which became 
avaUable in April 1986, was prepared by NCBA intern Sydney Kathryn AUan from the 
New York state Office for Aging. 

Increased life expectancy is one of the extraordinary events of the twentieth 
century. There has been what 1 have called a Longevity Revolution: an increase in the 
industrialized world of an average of twenty-five years ~ twenty-six in this ^x^untry - in 
life expectancy in less than a century, - nearly equal to what had been ari..i..ed during ' 
the preceding five thousand years of human history, from the Bronze Age (3,000 B.C.) to 
the year 1900. This unprecedented accomplishnient reflects dramatic reductions in 
maternal, chUdhood, and infant mortality rates, but. also, gains in life expectancy after 
age 65. Indeed, since 1900, we have gained five years in average Hfe expectancy from 
base year 65, 20% of the entire gain in life expectancy. 

WhUe life expectancy has Increased for aU Americans, blacks do not enjoy the 
same life expectancy as whites, although the gap between them b»5 fortunately narrowed 
in recent decades. BL-ck males have an average life expectmicy of 64.9 years, compared 
to 71.9 years for white males, a difference of 6.6 years. Black females' life expectancy 
is 73.5 years compared to 78.8 years for White females, a gap of 5.3 years. 

This lower life expectancy is clearly a corssequence of along history of inadequate 
access to health care for Black Americans, the two-tiered health care system, „hen 
access is attained, the continuing inequities of health care in the later years, and 
poverty. 

e 

There is high unemployment among urban blacks, and measures of black 
unemployment may be underestimated because they do not measure economic distress 
very effectively in rural areas. The occupational histories of blacks who do have Jobs are 
likely to encompass disabling and toxic environments. Blacks also suffer from certain 
cliseases more commonly than whites, such as hypertension and earlier onset of prostatic 
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cancer. Homicide, suJcide* alcohol and drug abuse are prevalent and deserve special 
attention. 

Much is made of the fact that after age 75» black Americans have lower mortality 
rates than white Americans.' That is impressive, interesting, and important. 
Nonetheless, Black Americans after age 75 have greater morbidity and poverty. Poverty 
Is staggering among older blacks. Social Security (47%) and Supplemental Security 
Income (lO%) account for 57% of the total income for Blacks 55 years or older (1981 
figures), and this demonstrates how vital these programs are to the survival of older 
blacks. 

Black males, 65 years or older, had a median income of $5,607 in 1983. Black 
females, $3,995. The latter is $780 below the official poverty index for the sin^'^^ aged 
person. But it*s clear how extraordinarily limited the official poverty index is ~ $4,979 
per year, or $96 per week, is the poverty threshold for the indlviduaL With that, one has 
to buy food, housing, medical care, transportation, and other necessities. 

In 1984, there were 710,000 poor Uack aged, according to the official poverty 
line, tMt another 312,000 were marginally poor. That is 25% more than the worst poor. 
This is a total of 1.1 million older blecla who are either poor or marginally poon one of 
nearly every two, or 45.6% of all blacks live in abject poverty or dose to it, and women 
are the worse hit 

There are more than 2.2 million blacks, sixty five years and older who have 
contributed throughout their lives to this greet country. Because of the Social Security 
reform of 1983, social security eligibility will be phased in at age 67. Given the lower 
life expectancy of blacks, especially Mack men, a significant number will not live long 
enough to receive the Social Security to which they have contributed all their lives. They 
must be helped to enjoy the longevity revolution to the same extent as white Americans, 
particularly in this time of increasing corpora tization of medicine, medicare cutbacks (an 
$80 increase in the Medicare part A Hospital Insurance deductible from $492 to $572 is 
projected in Janusry 1987), diagnosis related groups, the impact of "sicker and quicker," 
and the less commented upon "exclusion at the gate", as well as the effects of Gramm- 
Rudman type thinking. 

There are broad social, national, and even international issues that affect the 
present and future of the black aged. We must ask the following questions: To what 
degree has the politics of the Aging Movement taken into account the black aged? To 
what extent do multinational corporations give joli io the third world and at the same 
time take th-^m away from black youth? To what extent b the incomplete architecture 
of the welfare programs In this country l)ecome even more weakened under global 
economic competition? To what extent is nuclear redundancy and the unchecked arms 
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race likely to contribute to a continuing erosion of present entitlements? 

We needlm aginative new steps to deal with the plight of the black aged. 
Specifically, what should we do? . 

1. We must support the development of geriatrics in the United States. Medicare 
supported graduate medical education last year to the tune of two billion dollars. 
And yet, such funds have not gwe to the support of geriatrics. Congress should 
make that change. 

2. There should major expansion and support for the National Institutes of Health 
and the National Institute on Aging to study the disabilities and diseases-of old age, 
with a special focus on black-specific problems. 

c. There should be a national health promotion/disease prevention campaign. 

■:. We need to subsidize the black medical schools for training in geriatrics. 

Recruitment of minorities in health careers needs to be expanded. 
6. An index of severity and complexity must be incorporated into the DRG to avoid 

prejudicial exclusion at the gate or premature discharge. 
T. We must monitor the situation of the black elderly living in non-minority homes to 
protect against racial abuse and examine admission policies of nursing homes to 
monitor any evidence of racism. The Friends and Relatives of Institutionalized 
Aged (FRIA), for example, presented evidence in 1984 of such discrimination. 
Z. We must aid the minority elderly living alone, most of whom ere dderly women 
over the age of 75. 
It has been my privilege to chair two major programs of the foundation, the 
Commonwealth Fund: the Living at Home Program and the Commission of the Elderly 
Living Alone. The first program was t; competition open to organizations within the lOO 
American Cities with the highest concentrations of older peo[de to create programs that 
would maximize the opportunity for older people to remain at home. The Commonwealth 
Fund, the Pew Memorial Trust, and other foundations worked together to support twenty 
Ewardees. Special requirements were made for representation of minority communities, 
andl am pleased that the East Harlem community, adjacent to Mount Sinai Medical 
Center, won one of these awards. It is our pleasure to work directly with the community 
to help implement this program. 

The second program, the Commission of the Elderly Living Alone is a blue ribbon 
group that includes Professor John Hope Franklin, Governor Bruce Babbitt, Peggy 
Tishman, and others. The program officer b Dr. Karen Davb of The Johns Hopkins 
University. Her intention Is to help register those who ore eligible, but unregistered, for 
supplemental security Income. 
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9. We ihust restructure Medic. *r.t: so that It is more In touch with Ihe realities of old 

age. This includes ths need 'io assure post-hospital care, which b not fully 

considered under the DHG str/ *egy. 1 testified on February 19» 1986 before the 

Sub-Committee on Health mid lon^Term Care of the liouse Select Committee on 

Aging, at which timel sut^mitte : a proposal for the restructuring of Medicare. Fll 

now resubmit It for the entire Committee and briefly highlight its contents here. 

In the absence of a national health insurance, we must Improve the policies and 

programs we now have. From a geriatric viewpoint, neither public nor private programs 

satsfactorily monitor the independence of the fraQ elderly person. 

Medicare was desijrcd for people of young and middle age when the main threats 

to financial security arr>^ out of acute Illness rather than chronic incapacity. But the 

health care needs of the elderly population is substantially different from the younger 

adults. A distinguishing characteristic of old age is the likelihood of multiple, 

simultaneous crises or losses which may t>e superimposed on chronic illness and anxieties 

about incapacity and (''iT)rr. Su' h a framework, so different from that common in the 

younger adult, necessariJv '• the work of professionals and consequently requires a 

restructuring of Mediccr^; rr. tnatit covers major geriatic needs. These needs Include 

com muni ty^based services, ir^-ii^term care, restate care, and counseling and training of 

the family the principal caregivers of the at-home elderly. 

We need to create a logistical effort to support chronic core services to the 

elderly. To accomplish this, the Medicare prohibition against funding preventive and 

custodial services must be lifted, and a parallel program for developing long-term care 

services for elderly In the community must be instituted. Biomedical, social, and 

behavioral research projects, such as those conducted by the National Institutes of 

Health, must be properly funded 

While the Medicare program can not be expected to cover the enormous gamut of 

societal adaptations required for the safety and care of the very old, improvements in 
services for the elderly could be achieved through a restructuring or the existing 

Medicare program and a more efficient use of resources. 
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Mr. Ford. At this time, the Chair will recognize Mr. Weaver. We 
are very honored and delighted to have you before the committee 
and will recognize you at this time. 

STATEMENT OP ROBERT C. WEAVER 

Mr. Wkavkk, My testimony will be directed to the housing plight 
of the black felderly. 

Obviously, it is a s^ment of the housing problem of all senior 
citizens. However, their conditions are more severe because of the 
significantly higher incidence of poverty among older blacks and 
the continuing racial discrimination in shelter. Nevertheless, it is 
\dthin the perimeters of the housing crisis facing all low-income in- 
dividuals that my discussion must be centered. 

The current situation may be described as follows: more than 
one-quarter of American households today are unable to secure 
adequate housing at affordable prices. Low-income senior citizens 
are among the groups most adversely affected, especially black low- 
income senior citizens. 

The principal cause of the severity of housing problems among 
the less affluent in general and the elderly less 5fluent in particu- 
lar has been the recent trend toward drastic reduction in pubiicly 
assisted housing. 

This has occasioned a quantitative reduction of affordable units 
as well as a qualitative decline in the paucity of shelter with spe- 
cial equipment designed to meet si^ial heeds. Homeless people 
and 'T)ag women" on the streets are an ever-present reminder of 
the housing crisis: Their ntimerical increase is a symptom of the 
severity of housing problems confronting the poor. 

For decades the largest source of housing assistance for the poor 
has been provided by the Federal Government in the form of rent 
subsidies. The largest sources iare public housing and section 8. In 
recent years, the emphasis has been away from new construction 
toward assistance in the form of a certificate or voucher usually 
used to secure shelter in an existing dwelling. 

Yet today, the gap between housing needs and housing assistance 
remains enormous. Four-fifths of very low income hoxiseholds re- 
ceive no housing assistance and it is ^ estimated that at least two- 
thirds .of them face problems of physical inadequacy, crowding, or 
excessive costs. Some 6 million of the poorest housdiolds receive 
income assistance from welfare but this aid is rarely, if ever, suffi- 
cient to assure decent and affordable shelter to the recipients. ' 

The prognosis for the future is even more bleak. Not only has 
the present administration apparently succeeded in placing a virtu- 
al moratorium upon new construction or modemiization of subsi- 
dized housing, but has concurrently cut back upon public assist- 
ance targeted to.utilization of the existing housing stock. 

Recent efforts of the House to increase the budget for HUD and 
to augment housing aissistance funds in . the appropriations bill for 
1987 faced the threat of Presidential veto. And, of course, all of 
these changes, which I have talked about, are preceded and become 
more accentuated by the Gramm-Rudmah provisions to which ref- 
erences have been made. 
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With the cessation of Federal subsidies for new rental housing, 
shortages of low cost units have arisen in some markets and seem 
destined to occur in others. 

. The situation is further complicated by the fact that there are 
some 2 million privately owned rental units with Federal project- 
based subsidies. Expiring section 8 contracts and mortgage prepay- 
ment options in other programs will permit many owners to termi- 
nate their obligations to make affected units available to low- 
income tenants. 

Should HUp substitute a new housing voucher for every last 
subsidized unit, there would still be a significant curtailment of 
low-cost housing units. The plan for the sale of public-housing 
projects, which seems to be favored in one form or the other by the 
administration, will produce further restrictions on the housing 
supply. In light of all these trends, it would not be surprising if, by 
the year 2000, close to a third of all households and 70 percent of 
very low-income households will confront problems of either hous- 
ing adequacy or housing affordability. 

Among those competing for a dwindling volume of housing assist- 
ance are the black elderly. Although their relative need is greatest, 
their access to the supply is severely restricted. The data on blacks 
indicates the poverty among that segment and the adverse impact 
of recent Federal housing policies upon this element of the popida- 
tion. 

CJontinuing changes in Federal policy have generated a dramatic 
increase in housing and community development program partici- 
pation by State and local governments, conmiunity organizations, 
and neighborhood groups. All 50 States and the District of Colum- 
bia have established housing finance agencies while many cities 
have more effective authority and programs for dealing with local 
housing problems. With growing State and private foundation sup- 
port, neighborhood-based community organizations are increasingly 
involved now. 

Neighborhood housing service programs are currently active in 
some 200 areas within 135 cities. There are also several national 

Srivate organizations providing financial £md technical assistance. 
>ne of the most outstanding is the Enterprise Foundation headed 
by James Rouse, the successful developer of the new community, 
Columbia, MD. His organization expects to have neighborhood- 
based housing developments in 50 cities before the beginning of 
1987. The Ford Fotmdation has long been engaged in providing 
similar assistance. 

In my written testimony I summarize a recent personal involve- 
ment with State; local, community, and neighborhood groups ac- 
tively engaged in housing. There were two outstanding findings. 
First, the zest in creativity of those involved and the universal rec- 
ognition on their part that the shelter crisis for the disadvantaged 
results primarily from cutbacks in Feder^ assistance to low-income 
housing. 

Not only did I encounter a cadre of capable people apprehensive 
about retrenchment in low-income housmg assistance, 1 also dis- 
cerned recognition that a significant reduction in revenue sharing 
fxmds would further reduce their city's capacity to develop in- 
creased funding for housing of the poor. What now appears as an 
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almost certain cessation of revenue sharing is an even greater set- 
back than was contemplated last summer. - 

The vigor which some cities and many States and communities 
are evidencing in aFwuming more responsibility in meeting the 
housing crisis for disadvantaged segments of the population needs 
to be recognized arid encouraged. A&eady; it has produced more co- 
operation bet¥^n States, loral, {Private foundations, and business- 
es. It has also produced new approaches and a number of successful 
undertakings. 

Increasingly, however, the greats advances seem to be the 
realm of making housing affordable for upwardly mobUe low- 
mcome and more affluent families. Although this is ai significant 
accomplishment which strengthens the economic base of the city at 
the same time that it upgrades the housing supply, there is little 
evidence that Ideally generated revenues will be adequate to meet 
the^ housing needs of very low income families or the elderly on 
limited pensions or other forms of restricted income. 

Those concerned with the plight of the black elderly recognize 
the new "movers and doers" in housing at the local level can and 
are doing much to upgrade the qualitative aspects of housing for 
s^ments of the population. They are, however, limited in dealing 
with the quantitative aspects espedally for the poor. If there is 
adequate housing subsidy, their activities will, I believe, greatly im- 
prove the resulting shelter for all who need it. 

Thankyou.'/. 

ftfr. Ford. Thiank you very much, Mr. Weaver. 

Mr. Ford. Now the committee will recbgnize Msi Ellis. 

STATEMENT OF ELOISE ELLIS 

Ms. Elus. Good morning. Chairman Ford, other members of the 
Congressional Black Caucus, ladies and gentlemen. I am Eloise 
laiis, chairperson of the D.C. State Legislative Committee on behalf 
of the American Association of Retired Persons. Mr. Larry White, 
l^islative representative of AARP, is accompanying me. I am also 
an assessment nurse with the case maiiagement team of the Multi- 
Service Senior Center of Greater Southeast Washingt^ 
^ Acoprdingly, I believe that I have firsth^md knowledge concern- 
mg the status of Ipwrincoirie minority persons. Tlie association, 
with oyer 23 jnMon men^ to have this opportunity 

to present its views concerning the economic status of older black 
Americans and the impact of Federal budget cuts. 

Althou^ AASP is also concerned about the heiedth care, employ- 
ment and social service needs of older black Americans, our sum- 
mary presentatipn will focus primarily upon the economic status of 
older black Americans. We are, of course, simply concerned about 
the status of other minorities. Today, over 20 years since antipover- 
ty programs of the Great Society, older blacks remain the most dis- 
advantaged of Americans: poorer, less employed, less healthy, less 
educated, and less able to provide for themselves. / 

The soH^alled golden retirement years for black elderly are fre- 
quently anything but golden. Elderly black persons are three times 
more likely to live in; poverty as compared to older white persons. 
The sourpes of elderly black income are primarily Social Security 
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and supplemental security income. Wages earned from employ- 
ment and money from accrued assets such as savings and pensions 
are not substantial sources of income and security for elderly 
blacks. 

However; amoiig the elderly who earn wages, those wages are far 
more . critical sources of income for blacks than whites because 
other sources are limited. Yetrmany blacks are not working despite 
their desire to do so, Jbecause . they are disabled. Almost twice as 
many blacks as whites do not work because of illness or disability. 
Older blacks who work generally work longer than do older whites, 
rhaps d[ue to their greater need for adequate retirement income, 
adequate retirement income is attributable to factors such as 
lower levels of education, limited job access or tenure, lower sdary 
levels, disability and frequently long periods of unemployment, 
these factors correlate, to poor earning records and commensurate 
lower levels of Social Security or private pension benefits. 

The monthly Social Security benefit for blacks is lower than 
whites due to the poor earning record of many blacks. Similarly, 
unsupplemented SSI benefits do hot even provide a poverty-level 
income. 

Mr. Chairman, one of the primary budget concerns for older 
Americans relates to Social Security, Medicare, Medicaid, and SSI. 
Budget politics is an important concern for black elderly persons 
because we generally rely disproportionately upon entitlement pro- 
grams. Entitlement programs are 46 percent of Feder^ spending 
for 1987, and benefits for the elderly comprise 60 percent of those 
funds, with Social. Security alone accounting for an average of 50 
percent of total household income for black elderly persons. 

The importance of adequate periodic cost-of-living adjustments is 
clear. The picture becomes bleaker when one considers that with . 
the exception of two States and the District of Columbia, the aver- 
age yearly combined benefit of Social Security and SSI for elderly 
black persons does not produce a poverty standard of income. 

Analyses by the CBO and other Federal agencies reveal that cuts 
in Federal programs affecting the elderly, and the black elderly 
more so, have totaled $57 billion since 1981. For 1986 alone, $21 bil- 
lion more would have been spent on programs benefiting the elder- 
ly, were it not for legislative budget reductions. Howiever, the true 
impact of some program cuts such 6U9 housing i^sistance aire not 
felt until many years later. This is frightening, since almost half of 
elderly households in public housing are occupied by minority per- 
sons. Further cuts threatened under Grammi-Rudman make the 
budget of even greater concern for older black Americans. 

Huge fiscal year 1986 cuts in SSBG fimds. Medicare-provided 
pajrments and low-income ener^ assistance funds threaten to be 
even higher in. fiscal year 1987. Kecommended solutions— solutions 
to problems of economic status of older black persons involve re- 
sponses beyond the economic concerns raised above. However, some 
recommeiided solutions include: raise the Social Security and sup- 
plemental securitv income benefits to insure at least Federal pover- 
ty-level income; alternately, provide incentives to States to increase 
their supplemental payments; expand outreach programs serving 
elderly persons; establish liaison-^with minority community organi- 
zations assisting the elderly; expand employment and training pro- 
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grams for the elderly, including those with disabilities; make added 
cost-of-livmg adjustments. 

The Congress should carefully consider the impact of today's de- 
cisions concerning he'dth care, education and employment upon 
theeconomic status and well-being of tomorrow's minority elderly 

The association has also participated with NCBA at other hear- 
mgB and forums around the country on subjects other than eco- 
nomics. Because of the importance of those discussions, executive 
sunMnan^ of AARP statements have been appended to today's tes- 
timony. That concludes my report. Thank you, Mr. Chdrman. 

^ank you, Ms. Ellis. Thanks to the members of the panel. 

[The prepared statement of Ms. Ellis follows:] 
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PREPARED STATEMENT OF ELOISE ELLIS 



EXECUTIVE SUMMARY 



The American Association o£ Retired Persons (AARP) is pleased for 
thQ opportunity to present its views concerning the economic status of 
older black Americans. Although AARP is concerned about the economic 
well being of other minorities (that are also in jeopardy) our focus 
here is the elderly black population. 

Today, over 20 years since the antipoverty programs, older blacks 
still remain the most disadvantaged of Americans: poorer, less 
employed, less educated, less healthy, and less able to provide for 
themselves. Sources of income during retirement years for elderly 
blacks are few and inadequate for their level of need. 

Budget politics is an important concern for the black elderly 
because of their disproportionately high dependence on entitlement 
programs. Entitlement programs are 46% of federal spending for 1987 
and benefits for -the elderly comprise 60% of entitlement funds. With 
Social Security accounting for an average of 50% of elderly black 
household total income, while being less that 40% for whites, the 
impact of the budget is obvious* 

The cuts in Federal programs affecting the elderly {and the black 
elderly moreso) have totaled $57 billion less than what would have 
been spent eince 1981 under pre-*Reagan policies. For 1986 alone, $21 
billion more would have been spent were it not for legislated budget 
redactions. The true impact of some program cuts, such as housing 
assistance, are not felt .until many years later* Further cuts 
threatened under XSramn-iludman- Rollings Amendments only exacerbate the? 
need for the budget to be a salient concern on behalf of all elderly 
persons, but especially elderly blacks. 

-Some r-ecommended solutions include: (1) raising SSI benefits or 
supplemental- benefits to. ensure at least federal poverty level; (2) 
enforce requirements to expand outreach in programs serving minority 
elderly persons; (3) liaison with minority community organizations 
assisting the elderly; (4) adequate cost of living adjustments; (5) 
expanded employment and training programs, and (6) more attention to 
the long-range impact of budget and policy decisions. 

The Association has also participated in other hearings and 
forums around the country with the National Caucus and Center on Black 
Aged. Because of the importance of those discussions, executive 
summaries of aARF's comments on subjects other than economics have 
been appended to. today's testimony. 



TESTIMONY BEFORE THE U*S. HOUSE OF REPRESENTATIVES 
SELECT COMMITTEE ON ASING 
REGARDING 

INCOME, EMPLOYMENT AND BUDGET ISSUES 
AFFECTING OLDER BLACKS 



The American Association of Retired Persons, with over 23 million 
members age fifty and older, is pleased for the opportunity to present 
our views concerning the economic status of older black Americans. 

Althou^ our statement today will focus on older black Americans, AARP 
is also concerned that the economic well-being of other minorities is 
also in jeopardy, given greater demands upon, and less funding for 
social safety net programs. Similarly, we are concerned about how 
decisions made today will affect the economic security of tomorrow's 
elderly minorities* 
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Todayi over twenty yeazB aince the antipoverty progreuns of the Great 
Society, and c?er ten years oince the promise of the SSI Program, 
older black Asneticans are still among the most disadvantaged 
Anericans: poorer, chronically uneinployedr less educated, less 
healthy* and less eble to provide for themselves a secure retirenent, 
as compared to white Americans. All of this should come as no 
surprise to most of us here today. 

I- Basic Deraoqratihics 




The number of older blank Americans is increasing. Living longer does 
not mean living better. Poor health, especially hypertension, and the 
possibility of being siu^^le, divorced, or widowed results in greater 
vulnerability. Longer life expectancy, although still less than for 
whites, and the higher birth rate among blacks as compared to the 
nation as a whole mean that the number of black elderly will continue 
to increase in future decades. (See Table 1) 

II. Princi^^.I Sources of Retirwn ent Income 

Setironent income is linked to an individual's earlier earnings 
record. A retiree^ E earnings record is affected by such factors as 
education, job access and tenure, pay levels, disability, and history 
of enploynent. In oomparicK>n to the majority of older Americans 
today, elderly blacks generally receive lower retirement benefits 
because of poor earnings records that result from a history of lover 
paying jobs, limited educational opportunity, hi^ Illiteracy, 
disability, unemployment, discrimina tion in job access, and late 
coverage or noncoverage Social Security and private pensions. 

'She illiteracy rate for older blacks, ac^xi 60 bf^•^^ above is 22 percent. 
nius,'it is apparent that decisions we make today regarding 
education and employment affect retiremeat security, the same way that 
policy decisions made in the l920*s and l930'Sf (which limited 
opportunities for blacks) have affected the economic status of elderly 
blacks today. UrtXees we learn from the mistakes of the short sifted 
and sometimes prejudiced policies toward minorities of the I920*s and 
1930*8, we fear that tomorrow's minority elderly will be as bad off 
or worse given the deterioration in their health, education, training, 
and employment history. For example, black unemployment 
in August 1986 -at 14.6% vas over twice the rate for whites at 5.8%; 
black college enrollment has declined since it peaked in 1976 and 1977 
for males and females respectively; and illiteracy among blacks aged 
20 to 39 is the same hi^ 22% rate that it is for today's black 
elderly. 

Despite limitations on earning power during their working years which 
adversely affected retirement income, elderly black Americans rely 
most heavily upon Social Security benefits as the sole or principal 
source of household income. Althou^ SocieG. Security constitutes 40 
percent of household income for all elderly households, social 
security provides 50 percent of total income for elderly black 
households. In addition, the average monthly benef received by 
elderly blacks is lower than for whites. This average yearly benefit 
amount for black recipients is also below the poverty level. Thus, 
the availability of cost of living adjustments is particularly 
import&nt to black Social Security beneficiaries. 

Another source of income for elderly black Americans is the SSI 
prosjram. Ql^r blacks constitute approximately 22 percent of all SSI 
recipients dsspite the fact that blacks consitute only about 8 percent 
of aj.l elderly persons. In 1985 un supplemented fedeiral SSI benefits 
totalled a maximum of $3,900 for individuals and $3,856 for couples, 
on an annual basis. Oliese benefits are well below the 1985 federal 
poverty levels of $5,156 and $6,503 for individuals and cou{)les, 
respectively. In the 22 states and the District of Columbia where 
there is the hi^est concentration of black elderly persons, SSI state 
cupplenents (1984 figures) range from a low of $24.30 to a high of 
$163 per month for individuals, and from a low of $23.28 to a hi^ of 
$420.20 per month for coufdes. For individuals, only California and 
the District of Columbia provide supplements sufficient to bring 
recipients to or slightly above the annual poverty level; for couples, 
only California, the District of Columbia, and Oklahoma provide such 
supplements, nius, black elderly persons who are eligible for SSI are 
particularly in need of either an increased federal SSI benefit or an 
increased. state supplanent, in order to ensure income at least at the 
poverty level. 
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Older black Americans are also less likely to have access to other 
sources of retirement income. In 1981 r for example, 8 percent of 
older blacks living alone and 5 percent of elderly households derived 
money from accrued assets. Among all elderly persons and households, 
the comparable figures are 21% and 231 respectively. Similarly only 
10 percent of black elderly (both individuals and households) received 
income fron pensions as contrasted to 13 percent for all elderly 
individuals and 12 percent for all elC'^rly households. 

One important source of income for elderly persons is earnings. Older 
black households are more likely to have wages as a source of income 
(28 percent) as compared to 25 percent for all elderly households. 
Unfortunately, elderly black persons are more likely to be disabled. 
Significant numbers of elderly persons are prevented from lookinrr for 
work because they are disabled. Among blacks they number 47«; for 
whites, only 28%. Despite their having a higher incidence of illness 
and disability as compared to all elderly persons, the proportion of 
black elderly working past age 70 is greater, probably because of 
greater need. 

Elderly blacks are also less likely to participate in programs which 
can stretch their retirement dollars. Minority participation in the 
nutrition and supportive services programs authorized by the Older 
Americans Act is quite low compared to the level of need. This is 
due in large part to inadequate outreach to minority communities or 
services which are inappropriate for particular minority groups. 
Wonority elderly participation in the food stamp program similarly 
does not reflect the level of need for much the same reason. 

III. Older Blacks in goverby 

•nie number of black elderly persons living in poverty or near poverty 
remains unacceptably high. This remains true whether compared to the 
poverty or near jpoverty status among all blacks, all elderly over age 
sixty-five, or the population as a whole. The number of black elderly 
in poverty has fluctuated since 1959 from a low of .71 million, to .65 
million in 1975, to .72 million in 1985, Although the poverty rate 
between 1959 and 1985 for black elderly persons dropped from 62.5 
percent to 31.5 percent (largely due to the Social Security and SSI 
programs), the proportion of black elderly living in poverty today is 
slightly greater than that of all blacks. It is 2.5 times greater 
than the proportion lOf all persons aged sixty- five and older, and 
2.25 times greater than the proportion of all Americans living in 
pov er ty . 

For elderly black females, the figures are even more staggering. In 
1959 aged black females with no husband present numbered 240 ,000 and 
410,000 in 1985. These older black women constituted 19.5 percent of 
all aged women living in poverty, this is a rate twice that of white 
older wcoen, and 1.25 times greater than the poverty rate for all 
American vomen. . 

In the near poverty category (i.e., 125 percent of poverty), the 
number cf elderly black persons has increased from .854 million in 
1970 to 1.021 million in 1985. Although the 125 percent poverty rate 
among black elderly decreased from 60.1 percent to 44*9 percent during 
the sane period, the proportion of black aged who are at this poverty 
level is more than twice that of all persons sixty-five years of age 
and older, and 2.4 times greater than that of all Americans living at 
the 125 percent poverty level. The conclusion here is that while the 
rate of elderly black persons living in poverty or near poverty has 
declined from 1959 levels, the actual number of older black persons in 
those categories has increased. 



IV. The Budget and Benefits for Aoed Minority Persons 
As you know, Mr. Chairman, the main stake of the aged in budget 
politics is in the entitlement programs, particularly Social Security, 
Medicare and Medicaid, and SSI. Entitlements will account for 46 
percent of all federal spending in 19 87; benefits for the aged 
comprise three-fifths of all entitlement outlays. These programs 
comprise the backbone of the existence of the black elderly as etated 
earlier. In addition, housing, energy and social service programs 
provide vital support to many low income older persons, especially the 
black elderly. 
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V. Past Reductiona in Foderal Spending for the Aged 

A compilation of analyses by CBO and other federal agencieSf 
reveals that spending reductions since 1981 in aged benefits, compeired 
to the spending that would hove occurred under pce-Reagan policies 
will total $S7 billion in this 5 year period. In 1986 alone, spending 
for the aged would have, been hi^^er by $21 billion were it not for 
legislated reductions in spending. 

nie reductions in benefits between 1981 and 1986 were concentrated in 
the two pro-ams most essential to the lives of elderly black persons; 
Hedicare an6 Social Security. Host of the changes were included in 
the Omnibus Budget Reconciliation Act of 1981 (OBPA) and the Social 
Security Amendments of 1983. Additional Medicare Ganges were enacted 
in the Tax Equi<:y and Fiscal Responsibility Act of 1982 (TEFRA) and 
the Def icit.ne<2uction Act of 1984 (DEFltA) . These reductions include 
Medicare provider reinbutsement changes. Ihere is growing concern 
about the iniT^ct these reductions are having on beneficiary, access and 
quality o^ care. Ihe negative consequences for older blacks is 
greater tlb.^n for any other 61der group in America because their income 
is iGweat. 

Large cues, given program size, also occurred in Federal social 
serviceirs programs. For ezampQ-e, federal spending for the aged under 
the Social Services block grant (formerly Title XX) has been lowered 
by appTosimately $150 million (25 percent) in 1986 due to prior year 
legi(3i3latlon. 

Moreover, the reductions in outlays for housing assistance do not 
reflect the major reductions to date. A 1983 CBO study showed that 
42% of elderly households in public housing (nearly half) were' 
occupied by elderly minority persons. Because funds for housing 
programs are committed but not actually spent until later years, the 
true effects of reduction in federal support for housing assistance as 
reflected in budget authority will not be realized for several years, 
nie conclusion to be drawn from this is that the housing crisis will 
get worse for lower-income families, especially *-^e black elderly. 

VI. Gramro-Rudman-Holll ngs Reductiona 

Over and above reductions made through the regular legislative 
process, further reductions have been, and are again threatened, under 
the Gramm-Rudm an* Boilings Balanced Budget anendnents. While Social 
Security benefits and several vital low-income programs are protected 
under Gramm-Rudman-Bollings, many programs crucial to the 
well-being of lew-income elderly are not. For example, the Social 
Services (Title XX) Block Grant was cut by $109 million in FY 1986 and 
would be reduced another $190 million in 1987 If the pending 
G r amm-Ru dm ai^ Ballings across the board cuts were implemented. 
Similarly, Medicare payments to providers were reduced by $37 5 million 
in FY 1986 and would be cut another $1.2 billion in FY 1987. Lew 
income Energy Assistance was reduced by $81 million in FY 1986 and 
would be cut $137 million in FY 19 87. 

We urge that Congress and the President adopt a fair and balanced 
budget reconciliation package rather than impose another round of 
ill-considered reductions. 

VII. Some Suggested Solufctong 

Solutions to the problem of the econonic status of older black persons 
liTfolve a variety of responses beyond the budget concerns raised 
above. The federal SSI benefit for individuals and coupes should be 
raised to at least the fed^^ral poverty level, or alternatively, states 
should be given incentive!.- '.lo raise their SSI supplements to insure 
that recipients will receive at least a poverty level income. 
Congress has already directed the Social Security Administration to 
improve its outreach efforts regarding the SSI program. We recommend 
that thesa outreach efforts should include effective liaison with 
minority community organizations. In. addition, because older black 
Ameticaas rely so heavily Dpon Social Security benefits as their 
principal source of household income. Congress should insure the 
continued availability of an adequate, periodic cost of living . 
adj ustment. 
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Funding for such programs as fche Job Training Partnership Act and the 
Community Services Employment Program, which employ disadvantaged 
personSf should be expanded. Other employment demonstration projects 
designed to explore empdcyment options for older minority persons 
(including those with disabilities) should be pursued. 

Greater outreach and funding are also needed in noncash benefit 
programs which have impact upon minority persons, such as the 
nutrition and supportive services programs of the Older Americans Act, 
and the foo^ stamp program. 

To summarizCf we must not overlook ^he pliig^t of today's younger 
minorities who will be the elderly citizens of the 21st Century. We 
Implore the Congress to be mindful of the long-term impact of its 
decisions. As we attempt to reduce the federal def icit, we must not 
be so short sighted as to make decisions today that will haunt us 
tomorrow. The proven ingredients of an adequate retirement income are 
adequate education, health, training, and employment opportunities. 

Finally, AARP has p^^rticipa ted i n several forums and hearings around 
the country with the National Caucus and Centor on Black Aged. 
Because we feel that these forums have addressed some critical areas 
of concern for older blacks, we have appended copies of the executive 
summaries for each of those not addressed in the Association's 
testimony above. 

Thank you Mr. Chairman. 



STATEMENT OF GEORGE L. FREEMAN ON BEHALF OF APPENDIX 
THE AMERICAN ASSOCIATION OF RETIRED PERSONS 
REGARDING 
HOME HEALTH CARE 
May 19, 1986 

EXECUTIVE SUMMARY 
The demand for home health care is growing rapidly for two 
reasons: the size of the frail, chronically ill, and disabled 
population is increi-ilnc^ and Medicare b«n»?iciariea are leaving 
hospitals quicker ^aci sicker undet: Medicare's prospective pricing 
system still needing transition care at home. 

A. Medicare does cover post<-acutc care, but bene^lciarios are 
experiencing significant problems in satisfying strir.^ent 
eligibility criteria. And, tiie scope of covemd benefits is 
being reduced through regulatory initiativen intended to 
curtail growth in the use of the home health benof'.t under 
Medicare. 

B. The need for home health care by older, chrcically ill 
Americans and thsir familieB posed the greatest threat of 
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catastrophic costs* To obtain long tern cars services for 
chronic conditions, older Ansricans nmst spend down in order 
to catiafy^. Medicaid sligibillty rules* And, Medicaid 
reimbursement favors institutional, rather than home care* 
Insurance against the high out of pocket coats for long term 
care is generally unavailable. 

C. Besides high costs, consumers facQ the lack of uniform and 

affective reguletion of the quality of care offered by home 
care agencies* Consumer protections are generally weak or 
nonexistent* 

The American Association of Retired Peroons recommends the 
following responces to these problems: 

1* Existing regulatory efforts by BCFA and its intermediaries to 
arbitrarily and capriciously deny Medicare beneficiaries 
access to home hoalth benefits must be stopped. Eligibility 
standards and scope of services should be broadened and 
clarified to meet the growing needs of beneficiaries for 
post-acute care* Patient eligibility for post acute care 
services should be determined prior to hospital discharge and 
should be binding on Medicare's fiscal intermediar ieo. 

2. Chronically ill, disabled, frail and mentally ill persons 
noed access to a broad range of coordinated and affordable 
long-term care services. A proapectively paid casv} managed 
system could provide these essential linkages between medical 
and social services in a variety of settings. 

3* American families need protection from the catastrophic costs 
associated with long tern home health care services. Some 
cotvbination of private and public long term care insurance 
mus-: Lio developed to end the forced pauperization of American 
famiiies leeding chronic care services* 
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Zn .sun. Medicare banttficlaries ne«d protection against premature 
hospital discharge into a no-care or inadequate care zone. They 
need improved access to home based care for post'-acute and 
chronic conditions. They need insurance protection against the 
financial cost of long term care. And, they need protection 
against ftubstandord home health care. 

APPENDIX 2 



STATEMENT OF REBECCA HcCLOTHiN ON BEHALF OF 
THE AMERICAN ASSOaATION OF RETIRED PERSONS 
REGARDING 
CRIHE AND THE ELDERLY 
August 18, 1986 

EXECUTIVE SDHHARY 

The American Association of Retired Persons has developed 
programs designed to deal with the tremendous problem of crime and 
its effects on older persona in large and small communities. Because 
crime has a unique and exaggerated effect upon the lifestyles and 
emotional well-being of older victims, it has consistently been cited 
by older Americans of all races and income levels as one of their 
major concerns. 

In 1982, AARP instituted its Criminal Justice Service (CJS) which 
studies problems of crime and the elderly in conjunction with programs 
aimed at reducing criminal opportunity. In addition to violent 
crimes, older persons are favored and hence principal victims of 
fu 22° f"^ ^? criminal fraud, strong-arm robbery, purse snatching, 
theft of checks from mailboxes, vandalism, and harassing phone calls. 

Being old not only increases the ciiance of being a victim, it can 
magnify the effect, even for those who have not been direct victims. 
They frequently become prisoners in their own homes due to fear of 
being on the street, especially older females. One successful CJS 
program was an instruction course for peace officers and sheriffs on 
how to respond to the special needs of older persons and using them as 
community crime prevention volunteers. AARP volunteers also work with 
law anforcement departments to set up public services like residential 
security serveys, crime prevention seminars, telej^ione lifelines, and 

other police support roles. AARP vol unfcoor nronnn hmr« ftlo« «««^.,«4.«^ 



The Association's CJS recognizes and has begun to focus on the 
fact that urban crime has the most severe impact on minorities. CJS 
is emphasizing training at police academies with high percentages of 
blacks and other minorities, including women. However, we need more 
information and education on how our resources can best serve urban 
and minority communities. AARP welcomes the opportunity to learn from 
and work with other groups and government officials interested in 
older i"^ iti problem of crime and older Americans, especially 
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APPENDIX 3 



STATEMENT OF MARY SHIELDS ON BEHALF OF 
THE AMERICAN ASSOCIATION OF RETIRED PERSONS 
REGARDING THE 

OLDBH AMERICANS ACT READTBORIZATION AND SUPPORTIVE SERVICES: 
A BLACK ELDERLY PERSPECTIVE 
September 19, 1986 



EXECDTIVE SUMMARY 



The American .Association of Retired Persons (AARP) strongly 
supports reauthorization of the older Americans Act (OAA) . Although 
many eldorly persons enjoy a better quality of life today because of 
services provided under the Act, we can do better— especially 
regarding older blacirn and other minorities. As funding for social 
service programs decli:^ in the face of increasing demand, the OAA 
becomes a more critical focal point foe disadvantaged, vulnerable, and 
minoribr senior citizens. The aging services network should be 
strengthened to ensure that each component is able to effectively 
execute its mandated functions. This means that the Act should 
continue to target services to special populations liKe older 
minorities and the vulnerable elderly while allowing sufficient state 
and local flexibility to meet needs. AARP wishes to respond to 
existing proposals on OAA reauthorization and also recommend 
improvements that would better serve all of the nations elderly 
population. Ihe Association will also conment on other older American 
volunteer and supportive services programs. 

A. In view of declining participation by minorities in Title 
III programs, AARP believes the OAA should state 
affirmatively that older minoritiea are a priority group 
for receiving services, and that those services should be 
provided on the basis of need for those services rather than 
on proportion of the total population. Similarly, we urge 
federal, state, and local offices on aging to take 
affirmative steps to promote minority participation in 
service planning, training, administration, and contracted 
delivery. 

B. The Association does not support raising the age threshold 
for allocating funds from age 60 to 70 under Section 303. 
This diange in the allocation formula threatens supporf: for 
the real health, nutritional, and social needs of tho;r ' 
persons in their sixties who are presently served, 
especially minorities who are in greater need than 
non-rainorities but disproportionately do not live' to age 70. • 

C. AARP^iso supports retention of the requirenent to spend 
"an adequate proportion" on supportive aervices and 
continuation of Legal Services as a priority service. 
Because many AAA's provide only de mini bub funding fcr 
legal services <20% provide no fundi ng) » AARP recommends 
requiring at least 6% of the amount alloted to the AAA for 
Part B to be expended for eadi priority service. 

D. Hie Association opposes consolidation of Title III 
nutrition and supportive services. Sufficient flexibility 
currently exists to ahift funds between programs to meet 
varying local need. 

E. AARP supports better coordination of services to Older Native 
Americans by elimin&ting overlap and ateinlstrative 
complications in Titles III and VI. 
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P. The Association opposes consolidation of Title IV into a 
single pool of monies because of its support for a broad 
approach to improving servicer planning, and management 
under the Act. We further recommend awarding capacity- 
building grants that enable mincrity organizations to better 
compete for Title IV awards rather than granting preferential 
eet-asides. 

G. AARP recommends raising the administrative cap on Title V 
(Senior Community Service Employment Frogramr which has 
disproportionate minority participation) frrm 13.5% to 
15% to ensure continued un subsidized placement and expand 
job development activities. 

H. The Association supports emphasis on serving the "vulnerable 
elderly" when such targeting is not at the expense of 
disadvantaged persons with great service needs but not 
technically within the definition of "vulnerable." 

I. With resurgence of interest in voluntarism and 
increased opportunities, older blacks have given generously 
of their time and talents. The Older American Volunteer 
Programs (OAVP) administrated by ACTION includes Retired 
Senior Volunteer Program (RSVP]r the Senior Companion 
Program (SCP), and Foster Grandparents Progreim (PGP). Black 
participation in FGP equaled that of whites at 42.4%. 

In SCPr blacks are 65.2% versus 30.4% for whites. Howeverr 
in RSVPr blacks are 12% compared to 85% for whites. The 
popularity of FGP and SCP over RSVP in because they make 
volunteering affordable by providing a $2.00/hr. stipend, 
transportation assistance, meals while serving, insurance 
benefits, and an annual physical examination. RSVP 
participants only get reimbursement for och- of -pocket 
expenses while volunteering, the Association supports the 
current emphasis on participation by stipended volunteers 
as was the original intent when these programs were enacted. 

J. ^e Community Services Block Grant (CSBG) , formerly Community 
Action Program has served as a critical source of funding for 
programs to assist low-income persons. Block granting 
has meant reduced funding for many community 
programs including those aimed at poor older minorities. 
Currently CSBG funds defray fidministrative costs for 
' programs like weatherization, energy assistance, and 
outreach. However, other programs serving poor elderly 
blacks such as Communttv Care and Development Services 
have gone out of business. Fixed funding levels do not take 
into account increased service needs thereby resulting in a 
net loss of services. AARP feels there should be reporting 
requirements (now eliminated under the block grant) 
on participatlonin programs provided or supported 
by the CSBG. 

Conclusion 

■flie Association reaffinns its support for reauthorization of the 
Older Americans Act and urges prompt action on this important 
legislation. We further support continuation of Older American 
Volunteer programs under their original mandate, particularly paid 
stipends. Finally, we urge more support- for programs benefitting 
older low income citizens through the Community Services Block Grant. 
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APPENDIX 4 



STATEMENT OF FRED BILL 
On B^alf of 
The American Association of Retired Persons 
Regarding: 

Health and Longterm Care Concerns of Older Black Americans 
September 26, 1986 

Executive Summary 

The Ajaerican Association of Retired Persdns is concerned that the 




disability as compared to older whites. Thus, Medicare' rgaps in 
coverage and cost sharing provisions may have a" disproportionately 
negative effect upon older black persons. ionacej.y 

Blackfi generally receive less health care services (and corre- 
spondingly lower reimbursements) under the Medicare system. They 
^i^J^42n??e*'°''^' ''^"^^^*^ ''^ compared to older white 

i-ffi^inlo 6y?te«'^«l8o penalizes the poor and near poor because 
in.i J?^;.^^ primarily for acute care, and excludes from coverage 
such items as routine physical examinations, prescription drugs, 
«»f 25 J*5®*, g^«Ps.in coverage result in substantial 

^ori^fH^F^^^o*" ^° beneficiaries- who may simply be 

5°S^®^,^f 5° without such services, in addition, increasing 
deductibles as well as insurance copayments impact heavily on older 
black Americans, a substantial percentage of whom do not iarry 
Medicare supplenent insurance. «»i.*.jr 

Data is also needed to assess the effects of the Medicare prospective 
payment pricing system upon minority individuals. variationrStween 
t"«toent provided for particSlar conditionr^^ 
symptoms also need to be analyzed. v.««twitiuiiH or 

Tlie Medicaid System, which is the primary payor for nursing home care 
has also underserved older black persons. Although blacks are more 
Medicaid system than are older whites because of 
*r! poverty rates, approximately 70% of Medicaid reimbursements 

15dl?ioL?°S nursing home care (principally for older, white widowl). 
^ifilMllL^''^ also needed regarding the racial impact of Medicaid 
tiiJiS ^"^^fJ'"^ ^''^^''^ to which minorities adequately 

ff.J^^'^.^^^Sr'^S?^*^"^*^*^ ^^'^^^ care programs such as those 
authorized by the Older Americans Act. 
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Mr. Ford. At this time the Chair will recognize Mr. Saxton. 
Mr. Saxton. Thank you, Mr. Chairman. 

Let me suggest to you at least that I appreciate very much the 
very vivid description and the way in which you have outlined the 
problem which faces minority members of the elderly community, 
particularly in the case of Dr. Manuel and Dr. Butler, and the 
other two witnesses" as well, whose personal experience in not only 
study but in practical application of treatment of older Americans, 
both minority and nonminority members, were very, very enlight- 
ening, to say the least. 

I am wondering, through your experience — and I would like to 
direct this question to Dr. Manuel and Dr. Butler and certainly Mr. 
Weaver and Ms. Ellis can comment as well — through your studies 
and through your personal experience in dealing with the problems 
of the black elderly, have you come across any situations in certain 
areas of the country or in certain cities or certain programs that 
you feel have been most beneficial to minority members of the 
older AmericEm community, perhaps in terms of a regional effort 
that has been put forth by a municipal, or State government or a 
special program that has been most effective through the. Federal 
Government? 

And if you could answer the question in the sense that perhaps 
we could use that as a springboard to develop other programs 
which might be more beneficial, perhaps, than things we are doing 
now. If you could respond, I would appreciate it. 

Dr. Manuel. On the basis of looking at some of the data, as far 
as region, if we can say that programs have had an impact, I would 
say that regions other than the South. When you portion out or 
control under region of the coimtry, the South still comes in as am 
area where you get some of the major discrepancies between the 
conditions of older blacks and whites. 

In terms of programs, my own opinion is that the programs have 
as a unit certainly— you can look at the statistics over time and see 
that they have in an absolute sense reduced the problems of the 
minority and nonminority elderly. The problem is that over time 
the gap has widened, so that one way of looking at this is that you 
have greater and greater numbers of impoverished older blacks 
who are increasing the disadvantaged black group and therefore 
accentuating the problem. 

This is why I emphasize the greater numbers, because the more 
you have and the problems relative to such as the older population 
is going to become more dispersed. I would say that the impact in 
an absolute sense has made a difference in terms of reducing the 
gap. I don't see a great deal of evidence of that. 

Mr. Saxton. Before Dr. Butler answers, let me give you a specific 
that I happen to be familiar with, which I thhik has been fairly 
successful in my home State. A number of years ago our State con- 
stitution in New Jersey was amended to permit casino gambling in 
Atlantic City. And when that program was instituted, s3l the funds 
which the State benefits from through that program were dedicat- 
ed to programs of benefit to senior citizens, without regard to race 
or color. 

Through that program we have been able to institute lower prop- 
erty tax for senior citizens and low-income groups who qualify, 
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drug prescription programs to provide drug prescriptions for low- 
mcome senior citizens who qualify, a program called the Lifeline 
Ingram to help for utility costs for low-income seniors who qual- 

To me, that has been a successful approach. It was a unique 
Murce of revenue, I admit, but I am curious to know whether other 
btates have adopted those types of programs or whether you know 
ot anythmg we could do on a national level to provide services such 
as that. 

Dr. BuTLEH. I am not personally familiar with such. In response 
to your question, I have a few thoughts that I might share, that we 
^ .underestimate the profound importance of Medicare 

?^ccTu '^'^ to enhancing the health care of older people. Since 
iSbJj there has been a dramatic increase in life expectancy. With 
the increased deductibles and the cutbacks in Medicare, we are be- 
gmnmg to see increased infant mortality rates, some decline in av- 
erage hfe expectancy, and there are data to suggest an increasing 
rate 01 smcide among older Americans. 

It is not well understood that over 20 to 25 percent of suicides 
committed m this country are committed by people over 65. The 
value of home care, the home attendant program in New York 
City, the Visiting Nuraing Service and other examples throughout 
the btate of New York illustrate how valuable home care can be. 

in response to your question about various novel programs in 
• ^ State, we have the Nursmg Homes Without Walls, 
wiuch is a means by which persons who might otherwise have had 
to be institutionahzed can remain at home through provision of in- 
home services. It has been marvelous for me as a teacher to see 
home conditions of older people, to see the medicine in the medi- 
cine cabmet and their food in the refrigerator. ■ " 

I mentioned m my earUer remarks the Commonwealth Fund, the 
toundation s efforts, the competition of America's 100 cities with 
concentration of older people to participate in these awards of the 
Liivrn^ at Home Program— it drew out a number of hard-working 
coordinatmg service agencies both for minority and nonminority 
throughout the cities of our country in trying to create conditions 
to help people stay at home, and our hope is that we will be able to 
pull together that information, much as Dr. Manuel has been 
domg, and make it available. 

I think in that there may be some success stories, which I think 
you are lookmg for, because we do have to profit from success, as 
well as lament meffective programs. 

■ Mr. Saxton. With regard to Medicare and in particular home 
health care, it is my understanding that the legislation authorizing 
Medicare does make a provision for reimbursement for home 
wealth care; is that correct? 

Dr. BuTLHi. Yes; but what has happened is there has been severe 
cappmg and cutbacks within the administration, so at the very 
moment that prospective payment has been introduced to help 
people move out of hospitals faster; there is less after-care service. 
We do have entitlements under Medicare for home health services. 

Mr. OAXTON. Would It be more efficient to provide home health' 
care rather than to find an individual who may be ready to leave 
the hospital but not quite ready to go home, who ends up with a 
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stay of some length in a nursing home: wouldn't it be more effi- 
cient for the oyflt^f^m. to make a better utilization of the home health 
care opportumty? 

Dr. BUTLER, m a general sense. We must not only think of cost 
but also the quality of life issue. But you are on the right track, the 
importance of the choice being able in the individual situation by 
the figures, the social worker and the patient and family. For ex- 
ample, I have long thought that if we had a kind of circuitbreaker 
mechanism we mSfht be able to make a jump beyond the fear that 
is obviously prevalent within the health and human resources ae- 

Eartment, that if we^ were to provide home health care we would 
reak the Treasury. Realistically, there are patients whose needs 
become so enonnoiis that to inamtain them at home is not realis- 
tic. 

On the other hand, there are those who, unrealisticall;^, are kept 
in hospitals or institutions, so if we had a means of signaling at 
some point, like when the cost of home care reaches 75 percent of 
the prevailing cost for institutional care, that there will be an as- 
sessment and valuation. Your idea would; be applicable, that one 
would make major judgments in individual cases as to what is m 
the best interest of the patient and the family, in tliu;s instance to 
go home or not. , , ^ 

Mr. Saxton. You mentioned something which Congresswoman 
Bentley and I were disctissing briefly just before she left with 
regard to the length of stays in hospitals. The new DRG system hjas 
certainly shortened those lengths of stay and I don't have to de- 
scribe to you what that means. The "quicker and sicker release 
has been overused many, many times. 

But with regard to that, is there any differenc<^ n the con- 

sideration gi\3n by HHS to an eldevJy person ar i^c; iength uf 
stay an eldeiiy person might need to becone well fre.. an illness 
as opposed to a younger person? Does HHS make ti;^»^. fetmction 
in the DRG system at cU? n . 

Dr. Butler. Not to my satisfaction, which is one of the reasons 
that I recommended in my recommendations the creation of a sp^ 
cial index of severity or complexity. When you get to be 75 and 
above, unfortunately, you frequently have four or five diseases, not 
just one. So to be paia for Just one makes you very imattractive to 
a hospital either on admission or for more rapid discharge. 

If we had a measure of complexity and severity that would be 
protective of patients, then we would have a real indication from 
the Department of Health and Human Services of their concern, 
not just oral expressions of concern. So I think we need such an 
index as part of the DRG process itself as a direct protection to pa- 
tients and famili^. 

Mr. Saxton. Thank you very much. Doctor. 

Mr. Chairman, thank you. . 

Mr. Ford. Dr. Butler, let me continue on the line of questions 
from Mr. Saxton. You have often stressed that Medicare Mpears to 
be designed more for doctors and other health care professionals, 
but Medicare lacks an effective approach to the; response of long- 
term care at least for older Americans. I happen to serve on the 
House Ways and Means Committee, with a portion of the jurisdic- 
tion of the Medicare Program. As a matter of fact, we have a 
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scheduled meeting this morning on reconciliation dealing with part 
A and part B of the Medicare Program. 

If you were to design a comprehensive long-term care program of 
i>enetit mider the Medicare Program, how would you structure this 
program? I am going, I guess, beyond the Aging Ck)mmittee here, 
but as one member of the Tau Committee with jur isdiction over the 
Medicare Progrmn, certain portions of it at least from the revenue 
^ i?r u • ^^^'^^ *o know how would you structure that. 

We have the AMA &nd the physicians all riding the doors of our 
committee rooms today wanting us to make sure that we protect 
the providers ond all, and they really want us to protect the physi- 
cians. I would hke to know, how should we, even from the Aging 
U)mnuttee, make recommendations to committees like the Ways 
^d Means as well as the Commerce Committee, the other part of 
the jurisdiction of the Medicare Program? 

Dr. Butler. First I would say that my view is that the restruc- 
ture of Medi<"\ve cannot be handled by financing alone; that is to 
say, we reall> have to have a vision what we as a society want, and 
what we want for our present-day elders, and for our future older 
people, which is everybody in this room. I have in mind the fact 
\^ we have to structure a program that places doctors in a little 
ditterent perspective. As you get older, you are not just— I am not 
jiust a collection of organs and body parts. We are a totality. 

We have nuramg needs and we are depressed over what is hap- 
penmg to us. We are looking forward to a granddaughter's wed- 
ding. AU of these thmgs relate to the way we are as human beings 
and It IS not medicme alone that can serve those needs, so we have 
to have a meanmgful comprehensive system with an egalitarian re- 
lationship between the providers. 

The next question is how can we afford to have this kind of effec- 
tive comprehensive system, is my view that we have a lot of 
money that goes mto the he care system. 

Mr. Ford. How do we stn c- , ^ a plan that the providers are not 
dominant factors over the 1 " -e program? How do we focus to 
the benefiaary versus to the pr , ,-;';jr? 

Dr. BuTLEai. It is not going to be easy, but I think we have to 
have a strong cost containment which does not find its way ulti- 
mately to the disadvantaged or to the consumer, but does control 
the way we as physicians function. We generate 70 percent of the 
costs, even though our income doesn't derive from that, per se. I 
could go through a line-by-line discussion of cognitive payments 
versus procedures. If I had a procedure, I would get a specific 
anaount - j^oney each time and reimbursement for doing it. 

It 1 t ' time with elderly people for a careful comprehensive 
assess.; .. ..I and follow that patient over tune, referred to as man- 
agement, i^e reimbursement is extraordinarily modest compared to 
procedures v:thout any new money being put into the system, 
ihere is no reason we can t move toward paraprofessionals doing 
the procedures. We are going to have to, without any new dollars 
m the system shift to a care approach that speaks to the team, that 
pays the team as a whole, including the nurse and social worker, 
and that IS oriented toward care as much as cure, and which begins 
to tighten the ropes around the extent to which surgical and proce- 
dural specialty medicine and high technology medicine is operated. 

;n6v 
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I have great respect for those branches of medicine but I am 
sa3dng there are ways to control those costs. I am not sure I will 
get out of this room aUve 

Mr. Ford. Is that getting close to HMO's? 

Dr. Butler. My worry about HMO's is that it can become vesiy 
important to save money again. I am not disrespectful — I grew up 
in the depression, so I have a lot of respect for now important the 
dollar is. On the other hand, with the advance of business into 
medicine, including the business profit-oriented HMO's as well as 
the nonprofit, something like 8 to 10 percent of the money is going 
to come out of the system, not to providers and patients, but to cor- 
porate shareholders. So I think we have very real problems with 
HMO's as well as other innovations, as to how they will ultimately 
be conducted. 

Mr. FoRP. Dr. Manuel, Hispanics often complain that the Census 
Bureau counts imderstate their numbers and the extent of poverty 
among Hispanics. Would you say that the undercounting is a prob- 
lem among the elderly blacks, and, if so, what impact, if any, would 
it have to the poverty figures of elderly blacks; not only I guess 
with Hispanics, we have heard that from other ochnic groups as 
well. 

Dr. Manuel. There is an undercount, as evidenced by the Census 
Bureau itself, not only the Hispfuiic population but other minority 
populations. My reading of the impact would be because the num- 
bers and the tjrpes of rather descriptive statistics that we are using 
to talk about the poverty rate, and some of the other summary 
measures that we make in order to characterize the status of the 
black population, because of tiie numbers, the magnitude of the 
numbers, my own opinion is that it is doubtful that there would be 
much change in our overall conclusions because minor changes in 
those numbers— sure, there is an undercount, but when you are 
talking about magnitude of numbers in terms of size of this popula- 
tion, I don't think they are really going to affect our basic conclu- 
sion. 

Mr. Ford. You don't think that would impact the basic conclu- 
sion of those nimibers? 

Dr. Manuel. No; for pure statistical reasons. 

Mr. Ford. How does it impact the black elderly population in 
general as it relates to programs in general? 

Dr. Butler. Since Federal funding is based upon population, 
wouldn't any underestimation have some profound effects — — 

Mr. Ford. If the undercount ig there, what is the impact of that? 
Because when we see the Federrl agencies and you se*^ the Federal 
programs in many instemces it does in fact interface, impact it di- 
rectly, oftentimes, on the number. 

Mr. Weaver. I think two things should be said in that connec- 
tion. The undercount of the black community is somewhat different 
in ita cause and its nature from that in the Hispanic. Hispanic, it irz 
a matter of defirdtion. Up until 1930 we didn't have any Hispanics. 
All Hispanics were white—at least that is what the Census said. 
Then it was foxmd out that they weren't, and there was a change, 
and they began to ask to be counted. Then thero is a definition of 
what iH a Hispanic, and many lliepamea count themselves as white. 
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Mrvlcti to acquaint and halp tha aldarly find raaoorcai that ara availabla. 
V61untiari could ba txainad to work with tba aldarly in givan conamnitiai. 
m this aaiaa vain, churchai could craata lanior citiiani clubi that could 
hava recraational, cultural, and antartainsnant cooponanti. 

Xn tha third placa, thara ii a vait naad to dacraaai^ tha lonalinaai 
and iiolation of thousanda of Black aldarly paopla. Bara again, ichurch 
voluntaera could provida companionship in rait homas, hoipitala, and privata 
honaa by raading to, and writing for aldarly paopla. An -adopt a grandparant- 
program hai baan halpful in aoaa churchai around tha country. 

Finally, chxxrchci naad to racognisa mora and iDora that many oldar 
paopla hava talanti that ara unuaad, and hava tha ability to do many craativa 
things. In all too many initancaa, and bacauaa of inattention, tha fina 
talanta of many oldar paopla ara navar utiliaad. 

The worda of Hubert Humphrey have an eternal meaning. "The greatness 
of a nation ia determined by its treatment off ita underprivileged, its 
youth, and ita elderly." 
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Mr. Ford. Thank you very much, Reverend Kilgore. 
Mr. McGee, you are recognized. 

Mr. McGee. Thank you, Mr. Chairman. I would respectfully re- 
quest the written tei^itimony of my president be entered into the 
record. 

Mr. Ford. The testimony of Mr. White will be entered into the 
record. 

Let me say for the record the Chair would like to announce that 
this is a formal full committee, Select Committee on Aging public 
hearing, therefore, during that process will not entertain questions 
from the audience to witnesses. 

But the Chair will, in fact, adjourn this session and also ask Mr. 
Simmons of the National Center of the Black Aged to Chair the 
workshop, to entertain questions from those who would have ques- 
tions to the panel or those who would like to make statements. 

In the past, we have had non-fiill-committee joint hearings with 
the Congressional Black Caucus. We are trying to keep within the 
House rules and guidelines to make it formal. 

I am very delighted to have this opportunity— I see the chairman 
of the full Committee on Aging has just entered the committee 
hearing room, and I would like to say that without his leadership, 
without his foresight and without his commitment in the areas of 
the plight of the black elderly^ the crisis in black America, and 
without his vision as chairman of this committee, one that has of- 
fered the leadership in the past and one that I am confident that 
will continue to offer the leadership and continue to bring the criti- 
cal issues of the elderly, and especially the black elderly to the 
House floor, and to the attention of our colleagues in the Congress, 
as well as to the American people. 

I am just happy and delighted to bring to you at this time my 
dear friend, a great American and chairman of this Aging Commit- 
tee, Chairman Roybal. 

The Chairman. Thank you, Mr. Chairman. 

I will not take the time of the committee to read a prepared 
statement. I ask unanimous consent that the statement be consid- 
ered as read and placed in the record. 

Mr. Ford. It will be made part of the record. 

The Chairman. I would like to compliment our distinguished 
chairman for holding this hearing and at the same time apologize 
for being late. I was on the floor of the House due to the fact that 
just last week we were able to defeat a so-called immigration 
reform bill, but a bill that in effect is designed to bring a steady 
flow of cheap labor into the United States. 

We feel that that is one way of exploiting a large segment of our 
population. We feel it is discriminatory, that it would result in dis- 
crimination against not only those who come into the United 
States illegally or legally, but against those of us who were bom 
here, are American citizens and once discrimination stauis with 
any particular group — it does not matter what group it is— it will 
finally get to us and get to other groups. 

One has to stop it somewhere- So I stayed on the floor because I 
felt that they would bring it in with some kind of gimmick and 
they did not. We were able to have an hour's discussion on the sub- 
ject matter. 
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The gentleman from Texas, Mr. Gonzalez, asked for an hour's 
time, which he got. We discussed the entire problem. We were sat- 
isfied that no more action would be taken. 

That is tiie reason why I am late. But I want you to know that I 
understand and I am quite ^pathetic with what the Congression- 
al Black Caucus is doing. . 

We work venr closely together. We work closely together be^ 
wimt affects the black community of the United States will affect 
the Hispamc communi ty and every other soK^alled minority in this 
Nation. 

Again, I tiiink that we have to do a great deal more about the 
concentrated effort in working closer t<«ether, not necessarily 
being so involved that we lose sight of one another's mission, but 
malMg that particular mission a target for both the Hispanic and 
tHe Black Caucus, that each caucus works separately and mdepend- 
enUy toward that same goal and cooperate when we have a hear- 
ing such as this where we possibly can be sure that we let one an- 
other Imow that we are working together toward the same objec- 
tive and that we are going to prevail. 

I thank the gentleman for this time. 

Mr. FoED. Thank yoii, Mr. Chairman. 

Thank you, once again, for your very able leadership in the area 
of aging and especially for the black elderly. 
Thank you very much. 

I would hke to pose one or two questions, I guess. I do have to 
leave myself. The conferees on the budget reconciliation of Ways 
and Means and the Senate Finance Committee is in session now I 
see my taz counselor over there looking at me real funny 

I am gomg to try to stay put. I am going to, when I fmish recog- 
nizmg the members and a couple of questions, adjourn the official 
formal session and at that point ask Mr. Simmons to come to take 
over the Chair and let us have a dialog with the participants who 
are here so we can have a continuation of this session with other 
questions and other information that is needed to be said and 
talked about at this legislative weekend. 

Dr. Henry, you know, you talked about— I missed the first part 
of It— but you talked about those hogB that are in a group and you 
would thmk they were all gathering around each other to keep 
warm and yon mentioned each individual hog is there, you know, 
to protect himself. w > 

But in today's world, is it possible for advocates for the disadvan- 
taged to form coahtions with better-healed interest groups that are 
somewhat suojessful or are we in a world where mterest groups 
look out for theur own interests or risking a risk suffering budget- 
ary problems or defeat for themselves? 

Is it possible now— I am using, I guess, the story that you told 
about the h(^— but is it still possible for those interests and advo- 
cate groups 

Dr. Henry. I think so. For some one to look out for his ow2si in- 
ter^ m that activity, he looks out for other people's interests. It 
IS almost impossible to take care of yourself without providimr a 
service for other people. 

If we look at it from that standpoint, I certainly think it is. 



96 



Mr. Ford. I want to agree with you because there are so many 
things we are doing and I think Mrs. Dorothy Height talked about 
it and touchefd upon it earlier. 

You know, the things that we are working with in welfare 
reform and the issues that you have been in the forefront on chil- 
dren, having children, you know all impact us at one point or an- 
other. I guess like Dr. Henry said earlier, you really have only one 
alternative to being elderly, unless you are willing to give up that 
life and die young. 

I think what we have been focusing on, whether it is the teenage 
pregnancy problem or the welfare reform issues that is before the 
Congress, all impact us at some given point and I think that coali- 
tion of those advocacy groups should, in fact, work tirelessly on 
behalf of the issues that we know that we are confronted with, be- 
cause if god continues to give all of that strength, those of us who 
have not reached that age, at some point we are going to be there 
\mless that unfortunate thing happens that is called death. 

Dr. Henry. Let the church say amen. 

Mr. Ford. Mr. Kilgore, what can be done in terms of public 
policy to make it more attractive for black institutions, institutions 
such as the black church that you have so eloquently talked about 
here today, to understand that? What else can they do to under- 
take a lot of the service programs for the elderly and institute 
those programs throughout our commxmity and make sure that we 
tap all of the resources that are now available to the elderly that 
oftentimes you wll find it very true that our communities have 
been late in receivinjg the information and oftentimes when we 
learn the process and think that we are ready to be participants 
within the program of the game itself, oftentimes programs are dis- 
mantled or eliminated. 

So how can we be strong advocates from institutions like the 
black church and other community-based organizations that we can 
stay in the forefront? 

Reverend Kilgore. I think we have got to remember first we are 
all in the same bag, so to speak, and we are all on the same team. 

Dr. Abemathy gave an illustration years ago in this line. He said 
there was a man that had some excellent fighting cocks and he got 
them all together to take to a place where there was going to be a 
contest with another person that had fighting cocks, put them all 
in the same cage. But on the way there they created differences be- 
tween themselves and started fighting and when they got there to 
put them against the others they had knocked each other out. 

He said he just stood there and looked at them and said they 
forgot they were all on the same team. I think we have got to un- 
derstand we are on the same team, the Federal Government, the 
churches, the social institutions, the health care institutions. 

I think we are all on the same team in America. We have got to 
be able to generate the kind of connections that will help to allevi- 
ate these problems. In some areas we have done it. 

It has been done better with children. The church that I have re- 
cently retired from 20 years ago established a child care program 
sponsored at that time by the Social Security Department and the 
Agriculture Department. 

•1.00 
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Now, it is sponsored by the State department of education where 

«f;,?n"n^/?"*° P^^^" ^® care of about 110 children, 

$500,000 a year. 

It has made a difference. We have tracked some of those chUdren 
all the way from that place into college. We have got to begin to 
torm these kind of connections where we do not violate the separa- 
tion ot church and state—in a sense, we ought to separate it, but I 
understand the legal teritis there— but we have got to begin to do 
that so there can be partnerships between the Federal Government 
and Clusters of churches or church organizations and other kinds of 
community organizations in solving the problems of our communi- 

That is the reason I say that we in the church must lobby, must 
deal with you m the Federal Government and others in the State 
government untU we can see that we are all on the same team and 
we must preserve and take care of our elderly people like we take 
care ot our children smd other people in this country. 

Mr. Ford. Thank you very much. 

I don't want to rush to conclude this session, but Mr. Chairman, 
1 have other commitments and I think the audience would like to 
participate. I would like to personally, on behalf of the Select Com- 
mittee on Agmg and on behalf of our distinguished chairman of the 
tuii committee, thank all of <;he witnesses who have testified in re- 
sponding to questions from ths committee. 

I would like to thank all of my colleagues who have participated 
on the select committee session today and also all of the partici- 
pants tor the 16th annual legislative weekend of the Congressional 
Black Caucus for coming to the Nation's Capital, being a partici- 
pant on this agmg session today and would like to close out at this 
time formally the select committee. 

As acti:.ig chairman of the committee today, I would like to ad- 
journ the session and turn this over to Mr. Simmons at this time to 
continue the session itself, not the aging committee, but the Con- 
gressional Black Caucus workshop. 

Soat this time the Select Committee on Aging has adjourned. 

[Whereupon, at 11:45 a.m. the hearing was adjourned.] 
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PREPARED STATEMEHT OF LOUIS W. SULLIVAN, MD, PRESIDENT AND D6AN 
THE MOREHOUSE SCHOOL OF MEDICINE, ATLANTA, GA, ON BEHALF OF THE 
NATIONAL HEALTH COALITION FOR MINORITIES AND THE POOR 



Mr, Chairman and Members of the Committee, thank you for 
the opportunity to offer our comments on a devastating problem 
encountered by many of our nation's black elderly individuals. 

I am Dr. Louis W. Sullivan, President of the Morehouse 
School of Medicine in Atlanta, Georgia, vice President of the 
Association of Minority Health Professions Schools, and 
Coordinator of the National Health Coalition for Minorities 
and the Poor. This national health coalition was formed by the 
Association of Minority Health Professions Schools and a number ■ 
of other organizations deeply concerned with the problem of 
inadequate, or in many cases, inaccessible health care for our 
nation's poor and minority citizens. The serious lack of medical 
treatment provided to our society's black elderly individuals 
is a problem with which the Coalition is all too familiar. 
We believe that many Americans are unaware of the vast dimensions 
of this problem. To us, there seems to be no other explanation 
for why so many citizens who have sts much to contribute to our 
society, should be living their lives without adequate medical 
care. 

In August 1985, a Task Force appointed by the Secretary 
of the 'department of Health and Human Services reported a 
significant gap in health status among the nation's blacks 
and other minorities when compared to the nation's white 
population. The Secretary's Task Force reported that annjally 
in the black community, almost 60,000 excess deaths occur 
because of the disparity in health status. Evidence 
also indicates that the problem is growing, not getting better. 

Unfortunately, in the face of this widening disparity. Medicaid 
and Medicare cost-cutting maneuvers have resulted in reduced 
access to care for many black elderly individuals. 

Today, this problem of reduced access to medical treatment 
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is further exacerbated by the growing problem of hunger among 
the elderly In our society. For example, it has been estimated 
that at least 65% of the elderly persons adiaitted to hospitals 
have serious nutritional deficiencies. Weight loss, dehydration, 
and malnutrition are only a few of the many problems resulting 
froa inadequate food in'*take. For instance, hepatic failure, 
chronic infections and a number of other diseases are etssociated 
with an Insufficient food supply. Medical care and treatment 
becomes extremely costly in that nutritional deficiencies, and 
the diseases associated with these deficiencies, require weeks 
and sometimes months to remedy. Consequently, tha National 
Health Coalition for Minorities and the Poor urges that funding 
for Medicare and Medicaid programs be increased, or at the very 
least, funded at their current Fyi986 levels. Furthermore, the 
Coalition urges increased funding and support for nutrition 
assistance programs, such as those contained in the Food Security 
Act. In addition to improving the quality of life for nany 
Americans, these programs are cost-effective because they 
minimize the need for recurrent treatment and hospitalization 
due to illness and disease associated wi'Jh nutritional 
deficiencies. 

Only by increasing access to medical treatment and nutrition 
assistance program.j for our nation's black elderly, can we hope 
to solve this tragic crisis of malnutrition and inadequate 
health care among our nation|s elderly black citizens. 

Thank you Mr. Chairman, for this opportunity to present 
our views, and we applaud you for holding this important hearing. 
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PREPARED STATEMENT OF DENNIS H. JACKSON, GENERAL MANAGER, 
DEPARTMENT OF AGING, LOS ANGELES, CA 

Honorable CongreBsman Ford, Members of the Comalccee, I oo Dennis H. 
Jackson, General Manager, Dept. of Aging, City of Los Angeles~an area 
age:icy on aging, it la indeed a pleasure for me Co participate In the 
festivity of the Congressional Black Caucus and to addreas the "Plight of 
Black Elderly". 

During the course of these proceedings you vlll hear varloua 
revelations that portray the pUaht of black elderly. jheGe vlll take 
various fonaats-anec^c. . r, -....io8, percarC experiences, vignettes of a 
time gone by, attackt f .. .-ulnls Lr I • n, ond count leaa others. 

Because of this, 1 wou:.: ;v ,»^er to offer you a different perspective 
of the plight of block elderiy. I vou?d like to talk about the 
perpetuation of discrimination against older block persons by legal, 
legislative, and executive aonlpulatlon of an etfort to free all Americans 
regardlesa of race, creed, color, notlonol origin, sex, or age. 

Some twenty years ago, your colleagues, the Congress of the United 
States, In its Infinite wisdom, saw fit to Insure ond assure the right of 
older Aaerlcans to live out the remainder of their years „ith dignity and 
Independence. The culmination of their deliberation was the Older 
Americans Act of 1965. The language of the original enactment talked about 
all older Aaerlcans. It talked about the need for a conscious awarenesa of 
the plight of those who got ua where we are now. As tlie older Americana 
Act evolved through triangle amendments. It began to addreas the apeclal 
necda of 'ethnic minority, those In greatest social or economic need, and 
low Income minority seniors." The worlds of the Older American Act ring 
out with the reaonance of the Star Spangled Banner, The Cettyaburg Addreas, 
Martin Luther Klng'a I Have A Dream, and even the Pledge of Allegiance and 
the Preomble to the Conatltutlon. W Mr. Ford, those worda of the Older 
American' a Act are only solace to black elderly „hlle they are black young. 
Aa they begin to age, the worda of the Older American Act become more 
difficult to eat aa the grinders lose their sharpneas; the worda become 
more difficult to aee through the dimming „indowa of life; aore difficult 
to hear becauae of the external nolae pollution of political rhetoric. 

You aee, the black elderly are aenalng the absence of the neceaaary 
ingredient m the Older Amerlcan'a Act to give it ,eal auatenance-follow 
through by the Congress. 

A. we languish here today and talk about our paat accompUahment 
through the Older American's Act, the state leglalatlve and administrative 
bodies are methodically and systematically eroding, prostituting, and even 
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butirdldng thoM vordi. My state, the golden itate of Callfornli, hae 
enacted leglilatlon to Insure "preference to thone In greiteit social or 
ecoDcmlc oeed, IncludloK lov-locoM sloorltlca "•^provided thoae vlthout 
social or econoalc need are not harmed. It'i referred to ai "Hold lUrmleia 
Clauae". 

The result of this gramatlcal cootradlctlon la that over half of the 
Btate*a alnorlty elderly are denied equitable access to thla Congress's 
loteot that they lUe out their lives with dignity and Independence. 
Clearly, California's Uold Uarmless Clsuse, In Its Intra-state funding 
fonmla for the elderly Is not lo either the spirit. Intent, or letter of 
the Older American's Act. 

So that you vlll not slstake ay concern «« one locallxed Callfornlan, 
let ■« provide some revelooce. In a aysterloua, phantoa-llke vhlte paper 
(appropriately dladalaed by everyone)* It Is proposed that £h« >g« . 
requlreaeot for eccess to services funded through the Older Aaerlcan's Act 
bo raised froa age 60 to age 70. It Is mf belief In concert vlth both 
Coi«reasaao Boyball and Blaggl, that the psper vas authored, leaked, and 
supported by the Adxlnlstratloa. 

I further believe that this phaotoa document Is nesnt to exacerbate 
the plight of the black elderly. But Ita sublety la denuded because by nov 
all Aaerlcana know that Blacks • Hlspaolca, and native ADerlcana do not live 
aa long aa their vhlte brothera and sisters* 

llwse Minority Americans have a relatively slgniflcsnt longevity once 
they reach age 75. Their aost difficult enfesvor is to resch age 75. 

. The Area Agency on Aging io the City of Los Angeles, vlth the advice 
and guidance froa its City Council and Kayor Ton Bradley, and through its 
legislative delegation in SacraMnto Is actively Addressing the plight of 
the elderly in California. Uovevcr, we fear that the sustenance of the 
Older Anerlcan*a Act vlll cootloue to escape tho grasp of older Americans 
natloovlde, unless as concerted an effort as weot loto ICs enactaent la 
exerted to aake it a reality. To this end, I aak the Congressional Black 
Caucus to loaist oo the support of its colleagues lo assuring that all 
older Aaerlcana escape the plight of black elderly and provide the 
follow-through needed to give sustenance to the Intent that older Aaerlcans 
aay live out their Uvea vlth dignity and Independence. 

In suaaary, the need la for a cause whose tlae has coael The 
opportunity Is nowl In 1987, you will deliberate the reauthorization of 
The Older Ajserlcao*s Act. Hake it the neanlngful document you envlalonod 
soae twenty odd years ago. Don't let It bccoae obfuscated vlth teraa such 
Mk "f IcxlfaUlty, local deteralnatlon, and private sector coaaltaent.** 
Rather, state your Intent In clear, coociae and unalterable teraa. Provide 
the aeans to Insure that that Intent cao be audited and evaluated. 

I again thank you and vlsh you success In your pursuits. Should you 
wish to ask any questloos or pursue ay diacourse further, I aa at your 
service. 




103 



4/12/86 



TOB RESTRUCTURING OF MEDICARE 
An Essay on A Geriatrics-Based Strategy for Change 
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INIRODUCTION 

ThiB essay embodies a ger iatr ic5-based critique of Medicare. 
ThiE iB a rarity. (1) The prooran:, which hjs benefited many older 
flftiericans and their families, generally is evaluated in terms of 
insurance and social insurance? principles, procedures, 
objectives, and cost evaluations. These approaches are not to be 
disparaged but they are dangerously incomplete in an America with 
a rapidly growing population of the very old. 

The absence of a geriatrics point of view produces lopsidc^d 
instruments of health policy for America's aged population of 27 
million persons, mostly women. While the total elderly population 
is growing, the very old group within it is growing faster. It 
is this group that has heavy needs for geriatric service. There 
were 10 million flmericans aged 75 and older in 1988. Estimates 
are 13.7 million in 199©, 16.9 million in SOCC, ia.9 million in 
ae'iei, si.S million in S0£0, and 30 million in £830. 
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It would be a mistake to conBider the majority to be 
serlouftly disabledi it would be eoually mistaken to ovei'look the 
fact that Morbidity ratee rise with age. Pll of ue stand a 
better and better chance of reaching very old age — and of 
needing geriatric care for our future selves and our elders. 

* The focus on Medicare* s inadequacies in geri atric terms is 
not intended to divert attention from needs for broader changes 
in OMerican health care. Some 32 to 35 million Ornericans are 
un insured or under- i nsured for hea 1th care. It has been 
distressingly easy for children to be ignored. O sensitive 
hpslth-care syeterr, reflecting a sensitive society, should 
resDond to all- stages of life. Fr*om the professional health 
viewpoint, the life cygle as a whole is the appropriate subject 
of £ health-care syster-.. National health insurance (Nrll), a 
1 og :ca 1 rpspon&e to these out 1 ooks, was defeated dur ing the 
Administration of President Harry Truman in the early 195e>s. 

Medicare was a fallback position for NHI advocates in the 
1950s and 19&0ts. They hoped that once NHI for older people was 
established the next likely step would be NHI for children (or 
"Kiddy Care"). l&Ai Although NHI was considered an idea whose time 
had come in the early 1970s, the opportunity was overtaken by 
general economic conditions and the rapid inflation of Medicare 
costs within the inflating health-care system. 

For issues related to life-cycle concerns and costs of the 
health-care system, the content for effective redress is some 
comprehensive approach — NHI or a national plan of health 
services. Failing that for the moment, reformers are left to 
improve the pieces of program and policy at hand, such as 
Medicare. 

I eMpect that ar. outgrowth of a true system of geriatric 
care will be Intensified concern for the preceding part of the 
life cycle. The geriatrics practitioner deals with an individual 
having -problems rooted in earlier life. Research in geriatrics 
has utility for those interested in health promotion and disease 
prevention in children, teen-agers, and young adults. Geriatrics 
research also holds significance for population-wide policy, 
because old age may reveal the subtle and long-term contributions 
to disease and disability of occupational, environmental. 
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psychoBc.cial, nytnt icna] end other conditions. 

There are, of course, risks to the U.S. econcrny ir. 
o 

inte»-nat lonal cor.ioet i t i on when the pnces of goods anc" sprvjcec 
incorporate costs of a system of care that is less effective anc 
efficient than it should be in meeting the needs of an aging 
population. Without developine this point further, I simply want 
to sucBBSt why, if not comprehensive reforms, at least the 
restructuring of Medicare is a topic of broad interest, includir.c 
leaders of commerce, industry, and finance. 

Health care for the elderly pcDulation is substantially 
different from health care of younger adults. P d i st i ncu; sS: nc 
char'acter;st ic of old age is the likelihood of multiple, 
simultaneous crises or losses, and they may be superimposed on 
chronic Illness and anxieties about incapacity and dying. Qften 
remarkable, the capacities of an octogenarian to recover or 
compensate without assistance are compromised. These blows are 
in the form of disease, accident, bereavement, isolation, 
immobilization, problems in activities of daily living, hearing 
loss, and financial stress. In the form of age prejudice (ageism) 
reactions to the individual can impede recovery or survival. 
Such a framework, so different from that common in the younger 
adult, necessarily changes the work of professionals. 

Geriatrics embraces health and supportive social services 
across the entire spectrum of preventive, acute, chronic, and 
rehabilitative care. This breadth of attention requires the work 
of a team, not always to effect cure of a disease but to sustain 
as much of a desired lifestyle as the patient's capacities allou. 
The oatient and family members and friends, if any are available, 
are part of the team along with Professionals. By contrast, 
illness m the younger adult is usually a temporary departure 
from fu!l functional capacity. 

It is argued here that comntercial insurance has not 
supported, and perhaps cannot support, the servic^req^irements 
Of the U.S. geriatric population. It is predominantly a lew- 
income por.ulation <3a percent had an income under ♦10,00^ per 
year in 1983), all the more so at the oldest ages. The very old 
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do not form « profitable market under present circumstancvs. 
Pol icynakero would be imprudent to seek « systematic answer to 
the needs of the very old on the basis of services that are 
insurable. 

The ovorreliance on insurance policy at the sacrifice of 
health policy is a serious flaw in the evolution of Medicare and 
a danger to the frail elderly, notably in the omission of 
outreach, prevention, and long-term care services. 

I believe that ftmericans probably are paying for a geriatric 
system — but at~en» t getting it, EKt ravagance in payments for 
hospital and doctor services has been demonstrated; however, most 
of the "savings" are not being invested into comprehensive 
geriatric care. 

In the »7©"»- billion a year spent by Medicare, over »12 
billion a year for the poor elderly through Medicaid, and in 
other federally aided health and social service programs, I 
believe there is enough to support much of a care system suited 
to the needs of the 10 million Americans over age 75. New kinds 

of service delivery, of using allied health professionals, and 

of fiUDporting and cultivating the natural networks of informal 

support would enhance effectiveness and af fordabi 1 ity of Medicare - 
restructured. 

The attempt here is to reconceive the program as a gi^fctCCS 
financed health and social supportive services, manpower 
training, research, and development activity. 



A. Pmdozai of Propen 

Unlike most other industrially advanced countries, the 
United States h<«« no program of riational health insurance. It 
has maintained ftrolth insurance in the private sector, with the 
overwhelming portion of the population covered through 
employment. The major exception among contributory programs is 
Medicare, a federal program primarily for persons aged 65 and 
above. 
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The reason for the except ion to private coverage is that a 
retirement population cannot afford the premiums required to 
cover the actuarially determined expense risks of sickness. (£> 

Medicare came into existence in 1965 as a national proQrani 

because of the inabilit'y of private health insurance to serve 

this population. Nor could State welfare programs (medical 

assistance) or State-blessed private insurance pools handle the 

burden of this growing population of elders. These inadequacies 

meant that many older people — over SdX were then estimated to 

be ir. or near poverty — had no practical way of avoiding 

destitution because of expensive illness. Medicare represented 
the brc-aaer Bcrial response necessary for resolving the ' 

Droblem: an earmarkec: payroll tax paid by workers of all ages 
(for Part fi) » penerel Revenues (for Part B), and beneficiary 
De^yrnents (premiuME. for Part B a-.d oeductibles anc coinsurances in 
both fi and &>. 

Even Medicare was insufficient for protecting many elderly 
persons who could not afford Medicare beneficiary payments and 
Medicare-excluded needs Cs uch as long-term care er--. outpatient 
drugs). Medical assistance still had a role, and it had to be 
extended. In the mid-19£eis, mor- than half the elderly population 
w£>s in or very near poverty. In 1962, medical assistance 
necessary for the 14. IjC of America's elderly who were in 
official poverty and an additional ie% who were close to it. 

Health care for the poor is paid for under a noncontr ibutory 
proarar^, Medicaid, a federal-state govenment program covering 3.5 
n-illion older persons. In 1965 when Medicare was enacted into law 
^.s part of the Social Security system, Mecicaid also was enacted 
in another portion of the same legislation. This continued a 
division in the way the firnerican federal system approached 
vulnerable populations: social insurance and welfare approaches 
characterized the original Social Security Oct of 1955. 

There is yet another distinction to be made between the two 
programs. Medicare is modeled after private health insurance for 
the employed. its strongest protection is' against the expenses 
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of ho.pitaliz.'vion for acute iUne»»^ Job-b«»»d in.ur.nce w«m 
d»»ign«d /or people of young «nd middle «ge when the main threats 
to financial security «ro»e out of acute iUnens rather than 
chronic incapacity. Typically, the private insurer* left chronic 
care expenses to government and philanthropy (such as mental 
illness and long-term physical disability which were taken care 
of in nursing howes and large public hospitals). 

Similarly, private insurance limited its coverage of 
physician services to diagnosis and treatment of short-term 
illness. Whatever the public health value of preventive medicine, 
mental health services, and long-term care, classic insurance 
principles seemed to dictate their exclusion from private 
arrangements. They were too hard tc< insure. 

Tne political need for conservative votes to assure 
enactment of the liberal Medicare lecislation confined the 
program to the conventions of private insurance. The insurance 
industry was mollified with a role as intermediaries. Organized 
medicine, to avoid the inclusion of physicians in a mandatory 
progratr (Part 0)» accepted coverage of their services in Part B. 
It did little to control doctor fees. 

Medicare did amplify some of the more daring aspects of 
private insurance, such as coverage of home-health services and 
the poBt-hospital irat ion nursing-home benefit. <In doing so, 
- ^.edicare executors wr/- <r national standards for the providers of 
these services.) Orchii-*Tts of Medicare avoided coverage of 
lono— term care out of fear that the additional costs in an 
untried federal program might play into the hands of opponents. 
While there was cost and arlmi nistrat ive experience Kith insurance 
for- hospitalization, such experience was absent for "custodial 
c?»'e*' :n the nursing home. It also was argued that if heavy 
acct e-care expenses were covered, peop le coul d afford lesser 
expenses of custodial gare and outpatient drugs. Moreover, 
itnD»*ovec: rrecical assistance (Medicaid) ^as intended to se»"ve as 
back-up protection for the population whose care expenses 
threatened or produced indigency. Unfortunately, rapid increases 
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in nursing-home rates and out-of-pocket spending undermined the 
economic security goals of Medicare. 

W-.ile Kedicare sought to preserve the independence and health of 
these with acute care expenses, it left chronic care 
substantially to Medicaid. Unfortunately, Medacaid conies into 
Play after these patients lose their financial and even 
their functional independence. For exantple, by the t i me a 
sick spouse is eligible for nursing-home care under Medicaid, 
that person's problems have deepened and the well-beinc of the 
ir.ate has been compromised. The slide into poverty — occurring 
often for the first time in old aee — may become an 
overwhelming stress and a barrier to health-protective steDs. 

The following figures indicate the roles now played by 
Medicare and Medicaid in care of the elderlys the United States 
in 1984 spent »4, 200 per capita for the elderly population's 
personal health care, or *120 billion. Medicare paid almost 
half, other government programs paid »£2 billion, private 
insurance paid $9 billion, and the elderly and families paid ft30 
billion out of pocket. Because Medicare covers only 45 percent 
of •'^e total cost of their health care services, two o.^-»u^_^ 
t edicare beneficiaries carry private -^Kedigap" policies... 

typiL.^„ly, paying the Medicare deductibles and copayments anc 
some additions to hospital and post-hospital care. These 
policies have been called overpriced for what they offer; anxious 
elderly purchasers mistakenly believe they accuire long-term care 
coverage through Medigap, 

While Medicare and Medigap virtually ignore preventive medicine 
mental illness, dental needs, long-term care, and outpatient 
drugs. Medicaid — the federal-state program for the poor — does 
not ignore them. The extent to which it effectively offers a full 
spectrum of service differs among the 50 states and the District 
of Columbia. Eligibility requirements and benefits vary within 
limits allowed the states for qualifying for federal aid. <3) 

From a geriatric viewpoint, neither public nor private 
programs deal satisfactorily with maintaining the independence of 
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the fr«il elderly pe'^mon. The Kedicaid "deductible" is the 
individuAl*6 fi»';«rici«l independence. The geriatric principle of 
crovicinf care in the least remtrictive environment im violated 
by the inst itut icndl emphases in Medicare and private insurance. 
Howe care is one of the most difficult services for conventional 
insurance to cover, because its use is less under control of the 
professional. For the hospitalized patient, the "insurable 
•vent" is admission to the hospital. Uhat i« it for home care? 
Is its use more under control of the patient than the doctor? The 
issue is in doubt for the insurer, Hho must calculate odds on the 
use of services. 

For this reason, home care is most comfortably approached in 

conventional insurance as a post-hospital benefit. In Medicare, 
the home-health benefit is hedged against "custoc^ial care," the 
services needed to maintairi the stabilized patient who ie not 
going to be cured o^" g^t better. Unfortunately, these insurance 
cr>n5ide!*et ions are couriter product i ve. The physician in 
geriatrics knows that the stabilized patient may easily require 
acute care and hospitalization unless "custodial" services are 
Qiven. Such services may be as humdrum as help by a home 
Attendant in getting out of bed, going to the toilet, getting 
dressed, preparing a mea 1 and taking medicat ions on t ime. 
Medicare's statutory exclusion of custodial care is a set up for 
personal and programmatic turmoil. 

Amer i can systems of soc i a 1 and pri vat e i nsurance fa Iter on 
issue of the care of the chronically ill and their medical, 
nursing, and social service needs. The absence of coverage 
stymies the development of these services. The fragmentation of 
other services and their financing often exasperate the 
pract it«^r>*s.r, patient, and family. P Meak system of chronic care 
eventually generates admissions to hospitals and nursing homes, 
and these costs bedevil Medicare and other third parties. 

Nor does insurance reinforce family members, friends, and 
volunteers Mho are the principal caregivers of the at-home 
elderly. Some networks of informal supports Hould collapse 
without professional services. Hany families exhaust themselves 
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ir. attempts to keep the frail perscn at home. Respite care, 
counselling, training of the family or, how, to deal with probleMs, 
ancJ provision for nonmedical professional help in the home in 
crises would support farrilies in avoiding i nst i t ut lonal irat i or.. 
Social services by religious and philanthropic groups, states, 
counties and Municipalities play key roles in sustaining 
families and the frail elderly. 

a 

fill the foregoing are elewents needed in long-te»v.- care 
systems, and they lie outside Medicare and private insurance as 
now conceived. 

The foregoing analysis suggests the following paradoxes: 

I. The Medicare program for the elderly: does not cover major 
fleriatrig needs. It is not a true geriatric program. 

£. If Medicare is non-geriatric. Medicaid is anti-geriatric. The 
Medicaid program for the poor contains the missing geriatric 
benefits needed for a comprehensive Medicare program. But 
Medicaid's heavy emphases on i nst i tut i ona 1 i zat ion and poverty 
status foster dependency. fl major goal of geriatric practice to 
encourage and promote independent living to the greatest feasible 



5. Medicare grows in cost whi le. shrinking as a shield against 
poverty due to sickness. Now, because of increases in cost- 
sharing, the elderly are shielding government against Medicare 
bankruptcy. Results The program is being repealed, de facto. 
Beneficiaries are more and more exposed to medical indigency. 
(A,5) (The bulk of the growth of Medicare expenses is traceable 
to a variety of causes beyond the control, of patients, such as 
uncontrolled doctor fees ordering of services, cost-plus 
reimbursement for hospital services, hyper i nvest ment in acute- 
care technology. ) 
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A. As the H»dic«re shivld mhrinkm, more people need enpanded 
protection. The number* of very old permonm are growinc 
dramat ic«l lyt the number «ged 75 «nd older, noM «bout 10 million. 
Nill reach 21.5 million in and their proportion of all 

elderly persons Mill enlarge to 4£ percent from 39. Both the rate 
of spending for care expenses and the rate of indigency rise 
Nlth age. (In New York State, for example, 1 in 3 persons over 
age 69 age receive Medicaid benefits.) But both Medicare and 
Medicaid obstruct the development of an adequate infrastructure 
(manpower, service systems, and facilities) for geriatric care. 
Medicare retains an explicit proscription against "custodial 
care,** and Medicaid funding is problematical. Both programs 
provides no secure flow of funding for community-based services, 
and there is virtually no private long^-term care insurance. 

Thus it is that Medicare helps people to survive the acute 
illnesses, only to fall into poverty in very old age, while 
Medicaid helps people only after th^y have lost their financial 
i ndependence. 

Why has the United States lost so much of the forward thrust 
in developing protections against poverty in old age? Part of the 
answer of course is money. The economic surge of postwar Prnerica 
faltered in the early 1970b, as it did in many advanced 
countries. In the remarkable quarter century of growth in wealth 
and in population (including the baby boocn of 194G-19G4), the 
United States could afford to raise living standards for the 
elderly as living standards rose fo.* the work force. It could 
also finance foreign aid, the Vietnam war, and the nuclear 
buildup. The inflation of the 1970s threatened living standards 
and provoked attacks on the programs whose tanes cut take-home 
pay. The later 1970b s^w almost « complete loss of forward motion 
and even some retrenchment under a Democratic president, Jimmy 
Carter. 

Amid predictions of Medicare bankruptcy, the Reagan 
Administration attempted to dismantle Medicare. But it had to 
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alter cours* in th« face of the proQram^B popularity. Th* attack 
•hifted to nibbling away at beneficiary protection* and taking a 
•tronflf prescriptive approach to method* of paying doctors »nt 
hompitalm. In 1983, a National Commismion on Social Security 
Reform produced a consensus on safeguarding the' nonMedicare 
aspects of the Social Security system. Medicare reform proposals 
Hmrm awa i ted from ot her quarters. Heanwh i 1 e, owi ng to 
legislat ive and administrat ive changes in Medicare* s payment 
patterns, the date of the programme "bankruptcy" receded into the 
mxti-iSSZs from the early 1990b. 

Meanwhile, Can&da has built a national health insurance 
program on a flexible fedcral~provint?ial basis. It has 
controlled costs while incorporating long-term care. A clear 
icture of the evolving effortc of three Canadian provinces is 

^3 B^Sat CfiEiDD far tbe EldeCiy*. ^y Robert L. Kane and 
(. ' .ialie fl. Kane. (New York: Columbia University Press, 1982.) 

The geriatrics-based criticism offered here is intended to 
remove serious inadequacies from a .praiseworthy prograw whose 
accomplishment should be acknowledged. Where half the aged had no 
private health insurance £Ci years ago, now virtually all have 
hospital and doctor coverage. They are in the mainstream of 
flffterican wedicine, not "^on it- rr-argins. To some extent because of 
improved access to care, mortality rates for the over-6S 
population have diminished in the £e years since Medicare was 
enacted. 

Yet it is hardly churlish in the face of Medicare's 
contribution to the elderly to note that fimerican medicine has 
made no corresoonding major shift to geriatrics. In 1977, an 
American Medical fissociation survey showed fewer than of the 

Nation's 5SC,CiCie physicians claj»r.ine a oractice focus in 
geriatrics. Only a few medical schools offered an elective in 
geriatrics and none had a mandatory course. In 1933, virtually 
nothing of the $1.8 biliion Medicare paid hospitals in 1983 for 
costs related to medical education was earmarked for training in 
geriatrics. Ttiere is only one department of geriatrics in 
America -s 127 medical schools, and that one was established only 
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t wo yeara age, about 16 yeat'S after Ked i care' s enactment . By 
this t ime, however, Medicare* s payment s for graduate nied ical 
education were considered fair gante for cutbacks. Some members 
of Congress proposed preserving some of the money for the 
devel opment of geriatrics training. This was ent i rely 
treasonable, a move indicating a view of the program as a service 
»ystem supported by manpower training. 

Overall, however. Medicare and medicine are out of alignment 
Mith population needs. 

B. Adapting to the Dcrooeraphic Revolution 

The political /economi c envi ronment of the isacs comp 1 icat 
the case — fatally, some thought — for eKpanding Medicare in 
the near-term. fibout the best that could be expected was tc 
continue marking time with "demonstrations" of flexible use of 
Medicare money for long-term care. Some demc-nstrat ions have showr. 
Mays of addinc at least some long-term care services to the 
conventional r*;ec:ica*'e-benef it list without additional expense to 
the program. 

These results, /in addition to the longer record of savincs 
achievable -through prepaid group practice, suggested that 
Medicare funding already was sufficient fo»* major geriatric 
reforms — : f only poJ icy barriers could be overcor,:e. The 
barriers incJuceo (1) the proscription against custodial care, 
(£> extravagant methods of payinc for hospital and docto>" 
services, (5) resistance to trying new methods of delivering and 
financing services, (4) ignoring the demographic trends and the 
cost implications of added years of life. 

The growing 75+ population brings with it a high morbidity 
load. Individuals who, in another era, might have died in 
their '♦Os, 50s, and Ge>s', are surviving into the 70s and BQ^s, — 
with partial disabilities. The kinds of services needed by the 
sick elderly are medical, nursing, and social services for the 
short -term and Jong-term. 
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The well elderly, alsc. « crowxnp Bubpopul«t ion, are 
increeainoly vulnerable to BeriouB illnesn •% they a^e. Their 
service' needs lie in the direction of periodic monitoring and 
preventive care. Other vulnerabi 1 i t ie» mtem from financial 
depletion and the loss of supportive spouses and other cohort 
members. 

The elderly and their families must be considered in the 
conteKt of servicesi financinp and other supports needed to 
function at home or in the community. To ignore social 
supportive services and the needs of the principal caretaker is 
to set the stage for enlarged institutional expense, including 
acute and custod ial care. 

The design of a sound system of geriatric care roust take 
into account sa WAricty of demographic characteristics. The 
problems of an aging population are, foremost, the problems of 
women. They constitute two-thirds oT the elderly. Women tend to 
outlive their spouses, to live alone, and to command slender 
incomes. Not surprisingly, they are the majority occupants of 
nursing homes. 

The kinds of services particularly needed by a geriatric 
population include adult day care, respite services, home 
attendants or homemakers, chore services (e.g., home repairs), 
transportation, sheltered or congregate housing (with meal 
service), hospice programs, and skilled, intermediate and other 
nursing-home services. 

Because the goals of care for the very old focus on 
reinimizing their characteristic vulnerabilities, personnel and 
facilities must be prepared differently from those directed at 
the needs of. the younger adult. The training of medical, 
nursing, and social service professionals in geriatrics must 
relate to the multiple conditions old patient* have. These do not 
occur in a well-spaced series, as often the case with younger 
adults, but simultaneously, with psychosocial and economic as 
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well as r.iedic*! rami f i cat oris. The main objective often way not be 
cure of the disease, for that is not always possible. Rather it 
IS to prorrot e ability to f unct ion, t o conser've as much of the 
patient^s acsired lifestyle and independence as possible. 

Professionals must be aware that "disability" describes a 
rel at i onsh i p bet ween the individual's phys ical and psychol og i c 
capacities- to f urict i ort arid the soc i al and physi ca 1 envi ronwent . 
The hofrtE, cornmurii ty arid employ merit env i ronrnent may f aci 1 i t at e or 
obst r uct the iridividual's ability to perform arid niaint al ri a 
1 i f esty 1 e. These fact ors must be exami ned for health impact. 

The profess i orial s must be taught methods for assess i ng 
patient needs arid resources arid the preparation of a plan of care 
acceptable to patient and assisting others. The plan may require 
coriBiderabl e effort in educat ins P^'t ient s and ass i st 1 ng others ori 
the nature of normal aging processes, the. early 9i gns of disease 
or dysf unct i on, when to contact professional s and i^hat to do 
before this becomes necessary. It is essential to good geriatric 
care to incorporate health promot iori and disease prevent iori iri 
the plan of care. This is a tall order, and requires more skills 
than any single practitioner may provide. The multidimensional 
nature of geriatric j,a5Sessnient and care implies the use of a 
medical/nursing/social work team. 

To do these things well and to continually improve the 
efficiency of services, professional education must be placed in 
the context of research — health delivery research and basic 
biomedical and sociobehavloral research. The system of 



delivering services for the elderly must also be a system of 



hospital, has been joined by the teaching nursing home. To these 
should be added health maintenance organizations that do research 
and teach and home care agencies that do research and teach. In 
all these settings, practitioners must be. trained for teamwork. 

The significance for cost containment of research and 



research 



and 



educat i on. 



One tool for this, the teachi ng 
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i-dueation cannot be under-.t*tBd. PH of ub know how research 
into the nature of polioviru* led tc a preventive measure t^-.at 
obviated the need for enpensive treatment a. This feat 
demonstratsd that research was hardly an enpendable item in 
modern sociBty. Lobb dramatic but nonetheless important research 
findinos and treatments are needed in an aging »ociety to prevent 
functional losses from occurring initially, to prevent further 
losses due to complicating conditions, to rehabilitate, and to 
compensate for permanent losses. To the entent that individuals 
can be trained to help thewselves and contribute to society, they 
preserve their autonomy and morale and they free formal and 
informal providers for other productive activities. This should 
the srxrlt Of the system of servxce/ecucat i on/research, .^d 
service-payments patterns „ust contribute to this infrastructure, 
e 

Similarly. thr .ervi„ ,r,stit.t..r,.l environment, 

n-u.t reflect .ounci B"ri.tr.c principles. particularly to 
f-cilit.t. independence. Ho.pit.ls „u.t be de.isned for 
B.rl.tric patient., color .chen,.. .Mould help guide th. 
coBnitivly-inpaired p.ti.nt to .-rvic. are... .ound conditioning 
.hould nini„i„ confuting background noi.e and facilitat. .p.ech 
co„pr.h.n.ion. lighting .Mould aid the cataract afflicted by 
minimizing glare. ..f.ty «,ould be designed into furniture. • 
floor coverings. .r,d hallway layout, so a. to protect patientl 
With disorders of gait. 

The Medicare progr.,,, cannot be enpected to cover the 
-nor„ou. ga.ut of .ociet.l adaptations required for the .afety 
-nd care of the very old. Medicare- , proper theatre of action 
.^culd be health care and health-related social .upportive 
.ervices. Liaison will have to be built between the new 
constellation of Medicare services and other services. notably 
con.unlty-ba.ed .ocial and housing .ervices. needed for th. frail 



•Iderly. 



1 turn now to . fr.n.woru for applying th. foregoing principl... 



Al 120 



118 



C Private or Public Solutions 

fiwefican policymakerB have to enQage the question of whether 
tho Irnprc'vemDntB in eerviccB for the elderly Bhould be 
accompliBhed in the public or private sector or in both. The 
most direct, d i gni f i ed ,,and socially efficient way to protect old 
age from pover-ty due to health~care enpenseB is through social 
insurance, with contributions from those to benefit spread across 
the working years. Since virtually everyone can expect to live at 
least into the 7i?s and has an ol der rel at i ve, mandatory coverage 
of the U.S. population throush a contributory plan is an entirely 
reasonable proposition* Contributions, starting long before the 
individual reaches old age, would be the basis for meetinfi 
expenses for the individual's future self years hence. 

Various pathways to achieving this through a private/public 
partnership could be imagined. For example, every ftmerican could 
be required by law to purchase private insur«»nce to extend 
Medicare. There would have to be national standards for extended 
benefits and for administrative integrity and cost. Probably, to 
assure payout years hence, funds would have to be federally 
insured. 



One might also envisaion a "social utility" approach; 
service ^would be provided by a highly regulated private 
organization that is insulated from competition in order to 
achieve stability, economy, and satisfy unprofitable but 
desirable social purposes. These approaches could be elaborated 
further. But suffice it to say that the attempt to avoid a 
social insurance approach would surely entail considerable 
governmental intervention and higher costs of administration 
than achievable through the Social Security system. 

That is why I view the basic response to the demographic 
imperative to be the restructuring of Medicare. 
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Thv new Medicare should expand its current benefit 
structure to include lonfi-terM care (includlno institutional and 
coMMunity-based health services and health-related social 
services), mental «nd dental services, outpatient druOs, hearing 
rtnd vision aides, health promotion, disease prevention, and 
casefindiny services. It will then be transformed into a sound 
geriatric program. 

Operationally, this meansi (1) geriatric asaesement and 
reassessment at reoular intervalsi (£) development of plans of 
care to promote capacity to funct ion, ba-ed on the recent 
assessment I (3) emphasis on care at home and in tht community! 
(4) assistance to families for support of the patient »t home, 
such as counselling, respite service, chore service, and hoh.e 
attendants. Entitlement to specific benefits in home-care and 
institutional programs would depend on the plan of caree, 
implemented with the aid of a profesaidonal coordinator through 
approved service providers. would depend on the findings and 
recommendations of the assessment team in a plan of care. 

To maintain quality and to control, costs, providers of 
geriatric services must meet eligibility standards (e.g., 
training in geriatrics}, standards of quality assurance, and 
accept financial risk (e.g., furnishing services «t a finrd 
prospective p^yr^er.t, sharing i r. loss or surplus). 

The foregoing elements — comprising « complete renge o' 
short- and long-term care with cost and quality controls — can 
be realized in various types of organized care. One of the more 
promising is the social and health maintenance organization 
S/HMO). Four S/HMOs are being tested in the United States under 
different auspices (such as a nursing home, a health maintenance 
organization, a continuing care ' community ) , Through waivers of 
certain Medicare and Medicaid requirements, they receive an 
average per capita payment. It may be used to suppliment regular 
benefits. This makes it possible for Medicare beneficiaries to 
receive preventive services| these services are in the interest 
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of the S/HMO to provide on the assumption that costs are avoided 



beneficiaries is provided for a limiteci period in a nursing home 
Under a suppl iwentary private policy. 

Because of fragility of their econowic support, standards .of 
living as well as health, very old people should be excused from 
CO payments and deduct i bl es. These dev ices for shar i ng costs 
between program and beneficiaries are counterproductive in poor 
populat ions: t hey deter comi ng forward fov needed care. R 
geriatric: system, recogniring the fragility of these people, goes 
out to find and serve therr;. Eligibility for services 
sfiould be est abl i s^ed through assessment . of need and al an of 
care, confirmed by periodic reassessment. • This process 
should establish not only the needs of patient and family for 
service but also their ability and comrfiitment to provide care. 

Cftirrates. c* f.e ccst o' Geriatric Medicare can and should 
be ceveioped. EstLm^tes chc--ld be presented to show the net cos*, 
of expc^nsicn above cy^-rent spending through Medicaid and other 
D>-c^rarfiS the expansion would displace. These estimates nray s^epe the 
tin::nc anc ev^te-nt of the ex pan-, on but net the certainty of' 
the coMf.ntment for substantial Medicare eKpansion.. To withhold 
this cor,ir>:itment would not abate the suffering, anxiety and 
expense of preventable and rcinimizable incapacity. Moreover, the 
price the ccMr,:i t ment may force consideration of new kinds o-^ 

ecor.or^ies and efficiencies. Prcause Medicare costs were not well 
controlled ;n the past, there reason to believe that an 
expanded set of benefits as suggested abov-: right be financed 
substc^ntially out of prudent economies. « number of st»' fieg ies 
are ocssible to balance Medicare's benefit structure by i-itra- 
prcrri^v savings or by absorbing the funds as i^-el 1 as the 
f^' Jtions of sue*, ether procraws as Title and Medicaid. 

Nonetheless, if more .funding is needed for additional 
benefits despite econon-iLS and if 'J. S. society is serious about 
the quality of l£te life, consideration would have to be given to 
income-bau^d premiums u.nd/or tax policy. I think the flrcerican 
public would be willing to weigh these possibility with others. 



if acute care episodes are avoided. 



Custodi al care for Medicare 
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In th» abstract, American* object to taK-antJ-spend approach©*. 
Th»y ar» not k«en to havft Bc«vBrriMorit intervention. But history 
shows they are willinc to support tawes earmarked for purposes 
they value. 

flmericans today are paying a smaller proportion of gross 
national product in federal tanes than in recent past. For 
eNamplc, pre-Re«B«''' federal taKes were about 19 or 2C3C of gross 
n»t;ona] product; in ISSA, they dropped tc 18. SX. Meanwhile, 
federal spending rose from £1 or ££3C of GNir- to £A3C, larcely to 
accowr.odete defense 'policy. The tap between revenue and 
eKpenditures produced a »£Cei billion annual deficit and deepened 
resistance to federal opending for eKistinc domestic programs, 
let alone any enpansion. 

The needs rov restructuring Medicare are urgent. Where 
economies fall chort of freeing enough funds for comprehensive 
geriatric services, the benefit enpansions whould be financed by 
new, earmarked tanes. The taK base should be income from whaiever 
source — investments as well as earninos. The new tan approach 
-should support research and traininc of the kind mentioned above, 
Othirr revenue sources might be increased taNes on tobacco and 
alcohol and dedicatinc them to Medicare; this raises an ethical 
issue if the program becomes dependent on unhealthy behavior. 

Other possibilities include taHing employer contributions 
for heaith and life insurance, and surcharges on corporation ae 
wel 1 indii vidua 1 incOMe tawes. (6) 

fit the came time as new taMes are raUsd, the entire Medicare 
program must be run as prudently as possible. Since Medicare is 
embedded in the health care system, its economical operation 
depends on system-wide reforms. The United States is witnessing 
enormous changes in the financing and .organization care, • 

notably in the cofnmerclalization of services, the proliferation 
of health maintenance organizations, the combining of providers of 
services of various types under one administration, and the 
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cc.r.tt. insrig cf P'*cvsc"ev£ a'lC : ir.S'wire*'6, The new cc-r.c loMcrettes arr 
crga'.irE'C often as ver.tyre cesitel enterprises. Eroplcyer*: s.re 
rechapin^ health insur-ance policies to recuire more cost sharing 
ty belief iciariet. It t'ewains tc- be seeri Wiethe*- these c^-.anreE 
will improve the cuar.tity «r.c cual ity of coverage substantially or 
make way for pr of i t s wi thout ef f ect i nE major red uct ions in cost s 
of the entire systerr. 

Medicare h*s taken the lead ir. altering payment arrangeriients 
for hospitals. r^edicare has shifted frorr cost-baaei 

reimbursement determined retrospectively to per case prices Sased 
on about A7i?- diagnosis-related grouPs. 

Thift I- t-ni f icat ion scheme has drawbacks from a geriatric 
point of view. since it is difficult tc classify and receive 
adequatv* p.'^.yniBnt for the patient with ntultiple d iag noses and 
varying severity of illness. (The systerr. pays somewhat more for 
people over age 69 or f c.?* one co-morbi di t y { these a 1 lowances, 
however, do not truly cover severity and complexity of many 
geriatric cases, especially the most frail.) The method provides 
incentives to avoid the more difficult cases covered by a DRG and 
to discharge patients as early as possible; however, the DRG 
system. does not control for quality cf care nor does It recognize 
that a patient who may no longer need hospital services still may 
not be be discharged siafely to his or her home or cannot be 
discharged to a nursing home because no bed is available* The 
new Medicare paym.ent syster/; appears to assume the existence of 
long-term care services and circumstances that may, in fact, not 
ex i st . 

The extension of DRGs to office practice has been proposed 
but seems unworkable. Pt the moment. Medicare reimbursement for 
physician services copies the pri vate system by favoring 
procedures, while this benefits the cardiologist and the surgeon, 
for example, it underpays primary care physicians for time and 
effort in diagnosis and treatment. This is a barrier to 
geriatric pract Ice. 

No payment system by itself will assure proper consideration 
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of th» pAtiont^B nvedm. That must com* from the profssBionalieti: 
of the practitioner* and managers of the systerr and the wisdom 
its financiers. Unfortunately, the bulk of flmericJin physicians 
and hospitals have taken advantage of the trust accorded then* by 
Medicare and other third-party systems. Their incomes have ri«en 
sharply; services have been overut i 1 iied | resources have beer, 
extravagantly consumed. In reaction to this, American erfiPloyere 
and the Medicare adrr^nist rat i on rr.ay have gone overboard ir, 
emphasising econorry at the sacrifice of access to services «rt^ 
their quality. 



It may be too much t o eH pect any f ormul as t o produce 
automatically an equitable system of service. Negotiation afrong 
fair-minded parties may be a cliche, but may be the safest 
approach to resolving cost, access, and quality issues. 

There remains the need for coordinating the new Kedicare with 
programs providing social servicer and other supports necessary 
for the survival and quality of life of the Medicare patient. 
Coordination is requii*ed among Medicare, Medicaid, Older 
Americans' Pet programs, Title 20 (social service) prograr/is, 
Veterans ftdminist rat ion programs, and housing, transportation, 
and legal services. TJje reformed Medicare program should absorb 
some of these programs. m particular, it should lead to the 
elimination of Medicaid insofar as it applies to the aged. 

The establishment of a true health policy for an aging 
America needi the greatest wisdom the Nation can find. I have 
proposed establishing a National Commission on Long-Term care 
composed of leading lay persons with no close connection to the 
health services field. The commi.sion would conduct its own 
investigations and studio tc produce a. report and 
recommendations in a limited period of time. The panel's scope 
would cover benefits, financing, delivery organization, research, 
education, facilities, and health and social services. The 
commission would consider which functions would be best provided 
by the public sector and the private sector. Its vi<,ws may 
eMpedite the adaptation of major institutions of our society: to 
the needs of the growing elderly population. 
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D. Conclusion 

This p'«Dc»* hnn Argiipri Tor the? restructuring Medicare as 
neceesary adapt ''t ion of jur society tc the B»'''^wth of a very eld 
pcpulation. The apprv?^hes offered have these goals* 

1. CornplPtlor of the protections against i mpoveri shmer.t in old 

«CB for reasons related to sickness 

£. Pror.:c't ion of service benefits, practitioner training ar.c 

delivery systems suited to the geriatric needs of patients and 
f an*'! 2 i es 

2. Recognition that life in firnerica is, on averape, a 3o»'i5 3 i f e 

for which we do not now allocate sufficient financial and 
service support. 



A. OsBUrance to taxpaying adult children that their incomes wl!l 
be protected against major expenses of parental health care, 

5, Affirmation of the dignity and value of very old people, by 

providing a humane system of comprehensive geriatric care, 

6, Efficiency and effectiveness in meeting the needs, 

FOOTNOTES 

EfiSlDStS ii Notable is the work of Professor finne R, Sowers. See 
her special article, Long-Term Care for the Elderly and Disabled- 
NEJf< 3C7:££l-££6, She proposes eliminating Medicare's 

statutory bar against custodial care benefits, co:*»sol i dat i on of 
certain Medicaid, Title 20 and other public funds, cost-sharing 
for long-term benefits, and a new federal, state, and community 
program to coordinate long-term care, 

ECaiC'Slg £SX Medicare was extended to cover persons with 
end-stage renal disease, whether elderly or not; this Is a 
precedent for a disease-by-disease extension of .Medicare, 
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Hhich t consider i Unadvised. Preferable would be coverage of 
individuals of any ape with incapacitat ino chronic illness 
and other functional disabilities, such as nonelderly^ 
patients with PIzheimer* sdisease. 

£&&iDfiia Si tn 1964, the actuarial value of Medicare h«s •2,210 
a year, about one-third of the median income of elderly 
persons I the American Association of Retired Persons has 
estimated the cost of comparable private insurance to be •3,42^1? 
a year. Sourcei Aiken LH and Bays KD. The Medicare Debatet 
Round 1. NEJM 31 1 1 U96-12CC, 19B4. . 

Efi&tDStS 2l Hith other public assistance. Medicaid procrarrs: 
set a liwit on income and assets the individual or f^tr.ily 
may hold and be eligible for coverage. Pn owned hotee is 
excluded in the counting of assets.) About 3.5 million eldert 
are in Medicaid as well «s Medicare. 

EfifiiDSiC ^1 In 1965, older Americans are spending an even 
higher proportion of their income on health care than they did 
before enactment of Medicare (ISit). Despite the improvement in 
Social Security cash benefits for retirees, incomes of the 
elderly are more likely to hover about the poverty line than 
are the younger-^adult incomes. Nonetheless, the program's 
hospitalization deductible has doubled to in the last four 

yearst and there is continued ewposure to inflationary 
■Kpenses in the nursing home. An estimated one-third of 
Medicare patients who enter nursing homes for long-term care 
are officially poor within siK months. In New York- State, 
annual nursing-home enpense can reach «4e>, eee. 

Es&idfiiB Si. Medicare costs have risen rapidly, about l5 percent a 
year. The inflation not only eroded the financial protection 
goals embodied in the original set of benefits but also blocked 
any addition of benefits for long-term care, outpatient drug and 
preventive care. Between 1976 «nd 1981, Medicare beneficiaries 
eHperienced an 8C)C increase in out-of-pocket liabilities for 
noncovered services and products. In their search for security. 
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elderly persons bought private "Medigap" insurance, which, while 
covering the Medicare deductibles and coinsurances, did not cove^ 
lonc-term care, outpatient drugs, or preventive care. 
Efiotnc-tG Si Fc.rner Social Security Commi ssi oner Robert B^-i; 
provides 5 rec»so»'.abl6 strategy of cost cent a; r.Mer.t a-.d increaEecT 
revenues. He takes no^e of the lerge deficit in the federal 
budget anc the subsidies given to Part B (supplementary f»ied:caJ 
insurance, largely physician coverage) frc-u federal general 
revenues. He wisely points out that Medicare cannot effectively 
control its costs independently of the rest of the health care 
sector of the U.S. economy. fin all-payers system, m in which a 
state government regulates the payments that any third-party 
payer can make to institutions, has been effective in New Yor^^. 
Stitej it held inflation in hospital prices below the- national 
average for several years. Such a system is embodied in e 
proposed bill in. Congress (Kennedy-Gephardt); under it, ' state 
programs that meet federal standards would receive federal aid, 
•very much in the style of the Canadian national health insurance. 
(Incidentally, this model would have been pror^sed as part of the 
:925 Social Security fi..t had not President Rocsevelt feared the 
political influence of the finerican Medical fissocietion in 
defeating the entire measure.) 



For new revenues, Mr. Ball's suggestions include (i) raising 

taxes on cigarets and alcohol, dedicating the increased income to 

Keldicare; (£j extending Social Security coverage to certain state 

employees (noi- exempted) and shift their contributions to 

Medicare; (3> expanding the Social Security tax base by counting 

employer contributions to group health and. life insurance and 

diverting this income to Medicare. By such meesures, enough 

« 

money would be raised to eliminate the part E subsidies snd 
permit expansion. (Ball HK. Medicare: fi Strategy for Protecting 
and Improvinc It. Generations, SuwMer 1385.) 

O 
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